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ABSTRACT
Interpersonal Behavior in Depression:
A Social Skills Analysis
(February 1982)
William Ernest Haley, B.A.
, Southern Illinois University
M.S., Ph.D., University of Massachusetts
Directed by: Professor Bonnie R. Strickland
The present study was an investigation of social skills deficits
among clinically depressed women. Subjects were ten depressed
inpatients, ten nondepressed psychiatric inpatients, and ten normal
women. Subjects responded to twenty eight standardized situations in
a role-play format, and were instructed to give the most effective
response they could make. Categories sampled a wide variety of kinds
of social situations, including positive assertion, negative assertion,
and initiating social contact. Role-played responses were audiotaped,
and were reliably rated by two judges. Subjects also rated their own
social skills.
Results indicated that depressed and psychiatric control patients
had marked problems in social skill compared to normals, ranging across
nearly all categories of social behavior assessed. However, no
differences in skill were found between the three groups on two of the
three behaviors comprising the negative assertion area. Depressed
patients' difficulties in negative assertion were characterized by pas-
sivity, while psychiatric control patients were most likely to be overly
iv
aggressive. Depressed patients did not differ from psychiatric control
patients on any of the judges' ratings of social skill.
No significant differences were found between the groups on mea-
sures of latency and length of response, and rate of speech. Depres-
sives were the most self-critical group.
Subjects described the role-play situations as highly realistic,
and judges' and subjects' ratings of social skill correlated signifi-
cantly. Judges' ratings of social skill correlated highly with educa-
tional attainment and vocabulary, but covariance analyses controlling
for these variables replicated the above results.
Results suggest that social skills deficits are not specific to
depression, but are characteristic of severe psychopathology in general.
Depressed patients may have a more passive interpersonal style than non-
depressed patients. Negative assertion seems to be the least important
as a deficit, while the ability to engage in successful positive social
interaction appears critical. Finally, it is suggested that prospective,
longitudinal research is the next important research step in addressing
the question of the extent to which social skills deficits predispose to
psychiatric disorders, versus the extent to which they are consequences
of disorder.
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CHAPTER I
INTRODUCTION
Depressed mood is an affective state which most of us have exper-
ienced to some extent at one time or another. More serious depressions
are also disturbingly common, and costly, to our society. Especially
in such areas as genetic and biochemical factors, cognitive variables,
and the efficacy of pharmacological and psychological treatments, our
scientific understanding of depression is rapidly progressing.
This paper will review the symptoms and characteristics of depres-
sion, and the evidence that depression is a major social problem. One
approach to the study of depression, which has received relatively
little attention in the research literature— interpersonal processes in
depression—will be reviewed. Several interpersonal perspectives will
be noted, and the role of social skills deficits in depression will be
especially emphasized. It will be argued that social skills deficits
may underlie a number of other interpersonal processes which have been
described in depression. A research project aimed at illuminating the
role of social skill in depression will be reported.
Beck's (1967) description of the signs and symptoms of depression
stands as authoritative. Besides the sad mood, the "down in the dumps"
feeling the layman calls depression, a number of other complaints clus-
ter together to form depression as a syndrome. Depressed individuals
often report sleep disturbances, such as insomnia, hypersomnia, or
persistent early morning awakening. Appetite is often decreased, with
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a lack of interest in food, and weight loss without efforts to diet.
Some depressives report increased appetite and weight gain, although
this is thought to be more frequently associated with less severe
depressions. Low energy level, lethargy, and slow, "retarded" movement
may be apparent, although some depressives appear more agitated. Weak-
ness, fatigue, and somatic complaints such as constipation or diffuse
pains frequently occur. The depressed individual may show a great
decrease in his/her enjoyment of previously pleasurable activities,
such as sex, to the point of anhedonia. Social interaction is greatly
decreased, and may be actively avoided and seen as aversive. Difficul-
ties in concentration and memory, and distractability , are also frequent
complaints
.
Cognitive correlates of depression, as initially described by Beck
(1967), have been thoroughly documented and increasingly studied in
recent years (i.e., Abramson, Garber, Edwards, and Seligman, 1978;
Krantz and Hammen, 1979). Depressed individuals are typically self-
critical and self-punitive, sometimes to a delusional extent. They
report feeling helpless, hopeless, and guilty. Thoughts of suicide may
become obsessive to the depressed person, who sees few alternatives
available to him/her.
It is impossible to fully quantify the costs, to individuals and
to society, related to depression. Some suggestion, however, of the
enormity of the problem of depression is made by examining recent
epidemiological research, and studies of the psychosocial correlates
of depression.
In a series of publications, Weissman and her colleagues (Weissman
in
tues
and Myers, 1978; Weissman, Myers, and Harding, 1978) have reported the
results of a major epidemiological study of psychiatric disorders
the general community. The authors used clearly defined Research
Diagnostic Criteria (RDC)
,
as presented by Spitzer and his colleagi
(Spitzer, Endicott, and Robins, 1978), to define depression and other
psychiatric disorders. The authors also used a well-defined semistruc-
tured interview, the Schedule for Affective Disorders and Schizophrenia
(SADS), reported by Endicott and Spitzer (1978), to gather their data.
Prior research has demonstrated that the use of the RDC and SADS allows
for reliable psychiatric diagnoses (Endicott and Spitzer, 1978), in
contrast to past systems of psychiatric diagnosis, such as DSM-II,
which have yielded unsatisfactory levels of reliability (Zigler and
Phillips, 1961a; Ward, Beck, Mendelsohn, Mock, and Erbaugh, 1962).
Weissman and her colleagues report an overall prevalance of 4.3%
of major depressive disorders in the general community. An additional
2.6% of the sample met diagnostic criteria for minor depressive disorder.
Rates were even higher for women, especially for those over 45 years of
age, or unmarried. Lifetime rates of major depression were 20%, and
26.7% of the sample reported a history of either major or minor depres-
sion. These figures compare with less than 1% prevalence of schizo-
phrenia, and a 1.4% prevalence for phobias. Generalized anxiety and
alcoholism were the other diagnoses with significant prevalence, but
these did not rival the frequency of depression.
Brown and Harris (1978) have also recently completed a major
epidemiological study of depression, in Great Britain. Subjects were
women in the community who had not sought psychiatric treatment. They
found that 17% of their sample had had a clear major depressive episode
within the year preceding their interviews, and that an additional 19%
had experienced "borderline" symptoms of depression.
Several statistics indicate that these high rates of depression
are likely related to very great social costs. Secunda, Katz, Friedman,
and Schuyler (1973), in a special National Institute of Mental Health
report, estimated the economic cost of depression in the United States
as between 1.3 and 4 billion dollars per year. These authors also note
that depression accounts for 75% of the psychiatric hospitalizations in
the United States. The lifetime risk of suicide among individuals with
major depression is estimated at 15% (Bothwell and Weissman, 1977).
Suicide is a major cause of death in this country, with at least 25,000
deaths per year. Experts in the field estimate that the actual rate of
suicide may be much higher than reported rates (Schneidman, Farberow,
and Litman, 1970). Linehan (1981) has also summarized the evidence
that depression is related to increased risk for "parasuicide , " or
unsuccessful suicide attempts. Such behaviors are extremely costly,
both in a financial (i.e., necessitating hospitalizations), and a per-
sonal sense.
Weissman and Myers (1980) also report data from the previously
noted study of individuals in the general community that further
indicate some of the hidden costs of depression. Very few of the
individuals they diagnosed as depressed had ever seen a psychiatrist,
psychologist, or other mental health professional for treatment. How-
ever, they were extremely high users of non-psychiatric medical
resources for problems not identified as emotional. Sixty-five percent
of these depressed individuals had seen a non-psychiatric physician six
or more times over the preceding year, while only 27% of individuals
who received no RDC psychiatric diagnosis utilized such services to
extent. Fordyce (1976) has also noted the high percentage of patients
with a primary complaint of a chronic pain problem who have depression
as a major component of their pain problem. With the United States
spending about 9% of its Gross National Product on health care, and
with this percentage increasing yearly (Freeland and Schendler, 1981),
it is evident that such problems of overutilization of medical services
by depressed people could be quite costly.
It has also been demonstrated that depressed patients show marked
difficulties in functioning in a variety of social roles, including work
and parenting (Weissman and Paykel, 1974). Depressed women are at
increased risk to physically abuse their children (Becker, 1974) , and
Resnick (1969) suggests that parental child murderers are often
depressed women.
Besides the magnitude of depression as a public health problem,
another justification for psychological study of depression is its
relative neglect by social scientists. Before the 1970s, most research
published on depression came either from biologically or psychodynami-
cally oriented psychiatrists (Becker, 1974). Over the past several
years, an increasing number of studies of depression have appeared in
psychological journals. Most of this research, however, has been con-
cerned with intrapsychic or cognitive variables, such as cognitive dis-
tortion or attributional style in depression. Interpersonal processes
in depression have been systematically studied in only a few projects.
In the next section, interpersonal theories of depression will be
reviewed from four major perspectives: psychodynamic
,
systems, inter-
personal reactions to depression, and social skills.
CHAPTER II
LITERATURE REVIEW
In reviewing the past literature on interpersonal aspects of
depression, one encounters a number of problems. In particular, no
reliable, generally accepted definition or diagnostic criteria for
"depression" were available until quite recently. Since depressed
patients are quite a heterogeneous group, it is difficult to know which
research, or theory, is relevant to which subtypes of depression.
Because of the lack of specificity and attention to depressive sub-
groups in the literature, depression will be used as a general term.
Sullivan (1963) is often identified as having been a critical
force in emphasizing the interpersonal nature of human adaptation. He
stated, "The field of psychiatry is the field of interpersonal rela-
tions, under any and all circumstances in which these relations exist
...a personality can never be isolated from the complex of interpersonal
relations in which the person lives and has his being." (Sullivan,
1963, p. 10)
From such a perspective, studying the nature of social interaction
is a critical factor in understanding the psychological health and
personality of the individual. Thus, not only must the social scientist
focus on intrapsychic factors, such as feelings, cognitions, or wishes:
patients' social relationships are also of critical importance.
Although much of the psychodynamic literature of depression focuses
mainly on intrapsychic factors, several psychodynamic theorists wrote
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8explicitly of interpersonal aspects of depression. In others, the
interpersonal perspective is alluded to but not emphasized as primary.
Much of this psychodynamic literature is based on rather unsystematic
examination of small numbers of cases. Often these writers have failed
to specify the populations of depressives they have worked with, and
have written about depression as a unitary syndrome. Thus, by many
modern scientific criteria, their value is limited. However, these
ideas have strongly influenced clinical practice, and subsequent formu-
lations of depression. In fact, the similarity between some classic
psychodynamic writings, and more recent, empirically based work, is
striking. It seems that it is important to consider the historical
base for current thinking on depression, if only to retain some
humility for the lack of fundamental advances in our theoretical under-
standing .
Abraham's (1911, 1916) writing was among the first systematic
psychodynamic exploration of depression. His work is best known for
its emphasis on hostility in depression. The depressive is described
as having highly ambivalent object relations, with a repression of the
element of hatred. This hostility is unacceptable to the individual,
and arouses guilt feelings, which then produce depression. Freud, in
Mourning and Melancholia (1917), expanded this theme, but added the
notion of "introjection" as a mechanism in the process. The depres-
sive' s ego identifies with the significant other, and incorporates it.
Thus, the hostility is experienced as a reproach against the depres-
sive 's own ego.
Besides these complex intrapsychic processes, a number of
interpersonal components are identified in these classic papers.
Abraham stressed not only hostility, but also a narcissistic incapacity
to love others. Freud agreed that the depressive is unable to develop
a mature love of others because of their ambivalence and self-love.
Another interpersonal theme from these papers is the "sadistic"
or hostile element of depression. Both Abraham and Freud noted the
annoying quality of depressive symptoms. Freud also described the
incongruity between the depressive 's self-criticism and self-deprecation,
and their interpersonal behavior:
...they are far from evincing towards those around
them the attitude of humility and submissiveness that
would alone befit such worthless people. One the con-
trary, they make the greatest nuisance of themselves,
and always seem as though they felt slighted and had
been treated with great injustice. (Freud, 1917,
p. 248; cited in Becker, 1974)
In some of Freud's later work (1923), as his theory expanded to
include the "death instinct," the notion that depressives were lacking
in external expression of aggression became apparent. Traditional psy-
chodynamic psychotherapy has often included an encouragement of the
release an expression of aggression, based in part on Freud's statement
that:
It is remarkable that the more a man checks his
aggressivesness toward the exterior the more severe--
that is aggressive—he becomes in his ego-ideal.
(Freud, 1923, p. 54; cited in Becker, 1974)
Rado's (1928) contribution to interpersonal theories of depression
centers on dependency. Rado states that depressives are extremely
dependent on others for approval, and that their self-esteem is largely
regulated by gratification from others. Depressives were said to
"cling to their objects like leeches," and to punish themselves in the
hope that their penance would lead to love from others.
Chodoff (1973) has thoroughly reviewed the theory and research
linking depression to dependency. Chodoff describes the guilt and
anger often found in depression as secondary to undue dependency on
the approval of others for self-esteem. One group of depressives is
said to rely on ingratiation to win favor from others, while another
subgroup is described as more obsessive, and relies on high (unrealis-
tic) levels of performance to please others.
Another interpersonal theme which has emerged in the psychodynamic
literature is of the depressed individual as manipulative. Bonime
(1966) has been especially prominent among such writers. He has
noted, as had Abraham and Freud, the annoying, aversive quality of many
depressive symptoms. Bonime writes of depression as an active practice
,
an everyday mode of interacting with others. Not only is depression
an expression of hostility— it is also a means of exploiting the
sympathy of others. In a similar vein, Adler (1956) has described
depression as a form of ''disability compensation," or excuse from
facing life squarely. Depressive expressions of helplessness, and
self-recriminations, are seen as attempts to escape from social
obligaton by overemphasizing one's disabilities. Vegetative symptoms
such as decreased appetite and sleep disturbance are also seen as part
of the interpersonal communication of inability to shoulder life's
responsibilities. Adler also described the "melancholic" as lacking
in "social interest," or appropriate concern for the well-being of
his/her fellows.
Bemporad (1978) has explicitly discussed a notion which has
implicitly been apparent in much of the psychodynamic literature-the
inability of depressives to consciously experience, and appropriately
express, anger. Bemporad observes that depressed patients often
respond to what most individuals would deem anger-arousing situations
with self
-blame, hurt feelings, and excusing others' actions. He
states that anger implies a sense of autonomy and independence that
the depressive lacks. Thus, depressives are described as resorting to
pouting and suffering in order to inspire guilt in others. Bemporad'
s
discussion of the "dominant other" is also related to the theories
described above relating dependency to depression.
In reviewing these psychodynamic writings on depression, four
basic descriptions of depressives' interpersonal styles emerge.
Depression has been viewed as characterized by passivity and dependency,
as manipulative, as hostile, and as a failure to adequately express
aggressive feelings. These characterizations are not entirely inde-
pendent of each other. Thus, the depressive may be dependent, uncon-
sciously hostile, fail to adequately express his/her anger, and be
interpersonally manipulative instead.
As noted above, these perspectives on depression are often couched
in a rather abstract, complex fashion. Thus, it has been quite diffi-
cult to do adequate empirical research on the validity of these concep-
tions of depression. As will be discussed below, a number of modern
theories have developed more testable hypotheses about interpersonal
aspects of depression. Many of these ideas have their roots in these
early psychodynamic theories and observations.
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Another interpersonal perspective, which is less thoroughly
developed but worthy of note, is the social systems perspective. Such
writers as J. Haley (1976) and Minuchin (1974) have suggested that,
while a particular member of a family system may be presented as the
"identified patient," it is often the case that the individual's problem
(i.e., depression) is a manifestation of a broader pattern in the family
system. A family member may take on the role of "depressed," while
others are then able to take on complementary roles of caretaker or
martyr. Depressed behavior may serve other functions in the family
system, such as providing one spouse with a form of time-structuring
by their need to take care of the identified patient. The depressed
individual may take on all blame for the problem in the family,
relieving others from facing their own difficulties.
Fensterheim (1981), a behavior therapist, has described a number
of cases in which depression was rewarding to other family members.
In one instance, a husband's depression and resultant lack of libido
relieved the wife from sexual contact with him, and allowed her to
pursue an extramarital affair with mimimal guilt. Depression has also
been reported by systems theorists to occur in the "healthy" spouse
when their partner is relieved of a chronic symptom (J. Haley, 1973).
Nugent (1979) has written an excellent review of such systems
approaches to depression. She has also presented data suggesting that
the interactional patterns of depressed men and their spouses differ
from normals and psychiatric controls. Other than Nugent 's research,
few studies have been reported linking marital interaction, and other
systems variables to depression, despite the wealth of clinical data
suggesting that family interaction is related to depression. Depression
has been reported to relate to marital maladjustment (Overall, Henry,
and Woodward, 1974; Coleman and Miller, 1975), although available
evidence does not indicate whether such maladjustment causes, or is
secondary to, depression.
Another approach to depression that looks beyond the individual,
and at the social system in which he/she operates, is the literature
on social support systems. From such a perspective, it is expected
that the availability of a strong, large network of informal assistance
and friendship may be a potent factor in ameliorating the effects of
stress. A number of studies, reviewed by Cobb (1976), have found that
the availability of social support networks may buffer the individual
from the effects of life stressors on psychological and/or physical
health. A recent longitudinal study of life stess, social support, and
depression (Holahan and Moos, 1981) suggests that social support may
moderate the effects of stress on depression.
Brown and Harris (1978), in a study cited above, also present data
suggesting a relationship between social support and depression. They
found that, among women who had experienced high levels of life stress,
those with marriages characterized by a confiding relationship, especi-
ally with a husband, were less likely to develop depressive symptoms.
However, for women who developed depression in the absence of high
levels of life stress, such confiding relationships were unrelated to
depression.
Another important interpersonal perspective is apparent in the work
of Coyne, and Hammen and her colleagues. Coyne (1976b), following up on
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the previously described clinical observation that depressives are often
most annoying to others, systematically evaluated the effects of inter-
acting with depressed patients on a group of nondepressed subjects.
Coyne arranged for subjects to have phone conversations with either
depressed patients, nondepressed psychiatric patients, or normals. He
found that normal subjects became increasingly depressed, anxious,
hostile, and rejecting after their conversations with depressed
patients, but not after talks with the other two groups. Coyne has
speculated that depressives are attempting to elicit support from
others, but in a most ineffective manner. As the depressive attempts
to elicit support from others, he/she drives others away unwittingly.
Hammen and her colleagues (Hammen and Padesky, 1977; Hammen and
Peters, 1977, 1978), in a series of studies, also have looked at the
responses of others to the depressed individual. Using both paper and
pencil descriptions of depressives, and interactions with depressed
models, Coyne's findings that depressives elicit negative emotions and
rejection from others was replicated. Among their additional findings
were the results that depressive symptoms are especially likely to lead
to negative evaluation, and rejection, when expressed by males. This
finding was particular to depression. Individuals with anxiety symptoms
were not rejected in this fashion. Both male and female individuals
reporting depression were also more likely to be described by others
as having stereotypically "feminine" personality characteristics.
A final group of theories to be noted about the nature of inter-
personal factors in depression is clustered around the study of social
skill, and social competence. Social competence research has a rela-
tively brief history, compared to many psychological constructs. As in
many other areas, Rotter (1954) anticipated much of the recent interest
in social competence. He noted that social competencies may fail to
develop, either through repeated avoidance behavior, or improper learn-
ing. Among the first systematic series of studies on social competence
were those of Zigler and Phillips (1960, 1961b, 1962). In a series of
studies, these authors noted that premorbid social competence was a
good predictor of outcome in schizophrenia. Zigler and Phillips used
a rather simple instrument, based on only six items (age, intelligence,
education, occupation, employment history, and marital status) in
these studies, but their initial findings have done a good deal to
inspire later efforts in the study of social competence. Patients with
good premorbid social histories showed considerably better outcome
after a schizophrenic episode than patients with poorer prior social
adjustment. These data supported the validity of the process-reactive
distinction in schizophrenia, which continues to be useful in schizo-
phrenia research (Bernheim and Lewine, 1979).
Behavior therapists have used the concept of deficits in social
skill as a major theoretical concept to explain "response deficits,"
or problems related to the low frequency of a behavior. It is argued
that, on many occasions, social behaviors which are necessary for
optimal functioning are not in the patient's behavioral repertoire.
The concept of social skills deficits has been used to formulate, and
to treat, a number of clinical problems. The two most widely
researched areas have been assertiveness skills training, and hetero-
sexual dating skills training.
The behavioral understanding and treatment of subassertive indi-
viduals, and minimal daters, differs greatly from traditional psycho-
dynamic therapeutic approaches. The individual who presents with an
inability to say no to others, to express his/her wishes, etc., might
be seen by the behavioral clinician as basically lacking the repertoire,
or response capability, to effectively carry out such behavior. In a
similar fashion, the young male who is shy with women, unable to make
conversation with them, and afraid to ask for dates, might be seen as
lacking the repertoire to complete these behaviors. These conceptions
vary greatly from psychodynamic understanding of Oedipal issues, or
dependency, as critical variables in such problems.
These behavioral conceptions have inspired treatment programs
which rely heavily on practicing problematic social situations, coaching
and modeling of effective behavior, and role-playing. These training
programs appear to be useful for problems with assertiveness (MacDonald,
1975), heterosexual social anxiety (Curran, 1977), treating chronic
psychiatric patients (Hersen and Bellack, 1976), and other clinical
problems
.
With the emphasis noted above in behavioral theory on social skills
deficits, expansion of this approach into theory and treatment of
depression was logical. Lewinsohn (1974) has been foremost among
behavioral theorists studying the role of social skills deficits in
depression. In Lewinsohn' s theory, a low rate of response-contingent
reinforcement is seen as the critical factor in depression. The
depressed individual is seen as being on an extinction schedule— few
rewards are provided by others, and the depressive emits few behaviors.
In several studies (Libet and Lewinsohn, 1972; Lewinsohn and Amenson,
1978), it was found that, among several samples of subjects, mood was
consistently correlated with the frequency of pleasant activity. Thus,
depressed mood was associated with low levels of pleasurable activity.
However, this finding has not been surprising, as Blaney (1977) has
pointed out, because decreased energy level and sociability have long
been recognized to accompany depression.
The unique contribution of Lewinsohn' s theory, however, is its
emphasis on social skills deficits as one of several common pathways
to decreased reinforcement, and subsequent depression. Other pathways
include the depressive 's environment failing to reinforce adaptive
behavior sufficiently, and decrements in reinforcer potency.
Libet and Lewinsohn (1973) define social skill as "the complex
ability both to emit behaviors which are positively or negatively
reinforced and not to emit behaviors which are punished or extinguished
by others." (p. 304) Thus, social skills are an ability
,
which enables
people to elicit interpersonal reward from others. This definition of
social skills is quite broad, and has been criticized by Curran (1979)
as potentially defining such behaviors as ducking a punch, or exhibiting
"crazy" behavior which is reinforced by others, as socially skillful.
Lewinsohn and his colleagues do not specify in detail the nature of
social skills deficits which occur in depression. Hersen, Bellack,
and Himmelhoch (1981), however, have described in detail their clinical
observations about the particular kinds of social skills problems evi-
denced by depressed patients. They describe the depressive 's social
skills deficits as wide-ranging, including problems of positive asser-
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tion, negative assertion, and conversational skills. Positive assertion
involves expressing affection or praise to others. Hersen, et al. state
that depressed women rarely make these responses spontaneously, and that
such responses, when made, are generally lacking in warmth or enthusiasm
However, they note that this may also be a consequence of dysphoric mood
Negative assertion involves standing up for one's rights, refusing
unreasonable requests, or asking others to change annoying behavior.
The authors note that depressives often fail to make these assertive
responses, and often fear negative reactions from others to assertive-
ness. Conversational skills, which include the ability to gracefully
initiate, maintain, and end conversations, are also seen as lacking.
Depressives are described as insufficiently positively reinforcing to
others in making these responses.
Lewinsohn and his colleagues have carried out the bulk of the
empirical research on the relationship of social skills and depression.
The results of the series of studies by Lewinsohn* s group will be des-
cribed and critiqued in detail, because they are quite frequently cited
as demonstrating a relationship between social skill and depression.
A number of unpublished studies will also be reviewed, because of their
frequent citation by Lewinsohn and others as supporting the contention
that depressives have deficits in social skill.
In all of these studies, Lewinsohn' s research team has used a two-
step approach to classify subjects as either depressed, psychiatric
control, or normal groups. These criteria are shown in detail in
Appendix A. Briefly, depressed subjects scored above a cutoff point
on the MMPI Depression scale, and on a structured interview rating of
depression. In some studies, depressed subjects were also in treatment
for depression. Psychiatric control subjects were selected on the
basis of having a significant elevation on an MMPI clinical scale
besides Depression, and by scoring below a cutoff point on a depression
rating during an interview. Normal subjects had no significant MMPI
scale elevations, and no significant indications of depression on
interview.
Rosenberry, Weiss, and Lewinsohn (1968), in an unpublished paper,
presented some of the earliest data purporting to show that depressives
are deficient in social skills as compared to normals. Thirty two
depressed student subjects, and 55 normal student subjects, chosen by
the two-step approach outlined above, listened to two audiotapes of
actors talking about their feelings and experiences. Subjects were
told to respond by pushing a button whenever they would be likely to
smile, nod, speak, or otherwise reinforce the speaker. One dependent
variable was the total amount of reinforcement delivered. The second
dependent variable, the skill of timing of responses, was assessed by
comparing subjects' responses to the "popular" responses of the total
group of subjects.
Contrary to prediction, depressed subjects did not differ signifi-
cantly from nondepressed subjects on total level of reinforcement given.
Depressed subjects were found to be less skillful in their timing on
one stimulus tape, but results were not significant on the second
stimulus tape. Some other data inconsistent with the hypothesis that
depressives are less skilled than nondepressed subjects were reported.
Subjects who scored higher on Lubin's (1965) Depression Adjective Check
List (DACL) did significantly better on the skill measures than sub-
jects with low DACL scores. This was opposite of the predicted direc-
tion. Thus, results of this study appear limited in their support of
the hypothesis that depressives have poor social skills.
In another unpublished study, Shaffer and Lewinsohn (1971) report
the results of a study in which data coded from family interaction at
dinner time were analyzed. Twenty one families were referred for the
study from mental health facilities. Identified patients were classi-
fied as depressed, psychiatric control, or normal via the two-step
approach described above. The authors do not report data critical in
evaluating the study, such as the number of subjects per group, or
diagnoses of the psychiatric controls. They apparently considered
some of the patients referred to them as normal controls. It is not
clear from the paper whether data from the psychiatric control groups
were pooled, or analyzed separately. The authors report that depressed
families have higher levels of silence, and that depressives initiated
fewer interchanges, than controls. They report some inconsistent
findings, stating, "The hypotheses about the depressed person being on
an 'extinction' schedule (i.e., getting less support from the spouse
than he gives to the spouse), were not supported for the group... How-
ever, post hoc analyses which include five additional 'depressed'
families from a pilot sample do show support for female depressed per-
sons as being on an extinction schedule relative to their respective
spouses." (p. 5) Overall, it is difficult to assess the contribution
of this study due to the lack of clear reporting of the data and
procedure, but results do not appear to be consistently supportive of
the hypothesis that depressed patients are less socially skilled than
controls
.
Libet and Lewinsohn (1973) studied the behavior of undergraduate
students" in "self-study" groups over sixteen two-hour sessions. Eight
depressed students, and eight normal students, defined as noted above,
were the subjects. Half of the subjects were male, and half female.
Two self-study groups were run at different times. Several "psychi-
atric control" subjects were also run, but their data were not included
in the analyses. Subjects were evaluated on five operational measures
of social skill. The first, rate of behavior, was defined as the num-
ber of actions emitted by subjects per hour. A second, interpersonal
efficacy, was a complicated measure of the discrepancy between the
amount of interaction directed toward an individual, versus the amount
expected to be directed toward them, based on the frequency of their
own behavior in the group. A third measure, interpersonal range, was
related to the number of individuals subjects interacted with in the
group meetings. Rate of positive reactions was computed as the ratio
of positive behavior emitted by a subject, compared to total behavior.
Finally, action latency was computed by assessing the number of thirty-
second intervals which passed between a subject being the recipient of
an interaction, and responding themselves.
Libet and Lewinsohn, in evaluating their results, state, "The
results are generally consistent with the general hypothesis that
depressed persons, as a group, are less socially skillful than non-
depressed individuals." (p. 310) However, their results are not as
strong as they claim, and involve a number of disturbing inconsisten-
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cies in data analysis, and elevations of "trends" to "findings." This
is particularly disturbing because this study has been widely cited
as suggesting that depressives are lacking in social skill.
On their first measure, rate of behavior, a significant difference
between depressed and nondepressed subjects was found only for group
#1, and only for early sessions of the group. For group #2, this
finding of a difference during early sessions was significant at only
the .10 level. No differences were found over the late sessions. No
overall F statistic is reported to justify the separate analyses of
early sessions, and of different groups.
On the measure of interpersonal efficacy, no significant differ-
ences were found between the depressed and nondepressed groups.
Results for interpersonal range found only differences between
depressed and nondepressed subjects only for males in group #1 at the
.10 level, and for males in group #2 at the .20 level. No significant
results were found for females, and no justification was made for using
a different grouping of subjects in this data analysis than in other
analyses within the study. Once again, no overall F was reported. For
rates of positive reactions, significant differences between depressed
and nondepressed subjects were found at only the .07 level for group #1
during early sessions, and at the .05 level for group #2 for early
sessions. No differences were found for later sessions, and no differ-
ences were found for negative reactions.
For the measure of latency, statistically significant differences
were found between depressed and nondepressed subjects in each group.
However, this measure was computed as the number of thirty-second
intervals between responding to another subject, and was not corrected
for overall activity level. Thus, it is likely that this variable is
more of a measure of activity level than of latency, because latencies
are typically in a range much briefer than thirty seconds.
Despite these rather inconsistent results, the authors appear to
exaggerate the magnitude of their findings by stating in their abstract,
"The results were cross-validated in two groups and were generally
consistent in showing depressed subjects to be lower than controls on
a number of operational measures of social skill (i.e., activity level,
interpersonal range, rate of positive actions emitted, and action
latency)." (p. 304)
The authors do raise an important issue in their discussion,
suggesting that lack of social skill is only likely to be an antecedent
for depression if it is a deficit of response capability
,
versus merely
a performance deficit. There was no effort in the study to differen-
tiate between deficits in performance and capability, however.
In another unpublished study, Libet, Lewinsohn, and Javorek (1973)
report results from small-group interactions, such as those described
in Libet and Lewinsohn (1973), and from coding of family interactions
at home. The authors used the two-step criteria for assigning subjects
to depressed, psychiatric control, and normal groups as described above.
The report is difficult to accurately critique, because inadequate
information is reported about such data as number of subjects per group,
and diagnoses of psychiatric controls, are not included. In addition,
the authors did not analyze the psychiatric control subjects' data as
a separate group. Results were pooled with the normal controls to form
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a "nondepressed" group for comparison. The authors report significant
differences between depressed and undepressed subjects in group inter-
actions, with depressed males emitting and initiating fewer actions and
reinforcement, being more silent, having longer latencies of response,
and being more sensitive to aversive interactions than nondepressed
male subjects. Results for males were similar in the home settings.
Results for females were generally in the same direction, but failed
to consistently fall in the same direction across groups. Results of
this study must also be viewed with extreme caution, as the authors
did not require statistical significance to label their results as
"significant," but required only that differences be consistently in
the predicted direction, even if of very low magnitude.
Sanchez and Lewinsohn (1980) have reported a recent study of the
relationship of one category of social skill, assertiveness , to
depression. Twelve depressed outpatients kept daily ratings over a
five-week period, of their level of assertive behavior for the day,
defined as the percentage of potential opportunities to be assertive
in several target situations, during which they actually behaved assert-
ively. A correlation of -.50 was found between assertiveness and
depression, suggesting that subjects felt less depressed on days when
they had been more assertive. When correlations were cross-lagged, it
was found that assertiveness on a prior day was a better predictor of
subsequent depressed mood than a prior day's mood level was of pre-
dicting a subsequent day's assertiveness. It should be noted that
subjects were all engaged in a treatment program designed to treat
depression with assertiveness training, and thus may have received
strong messages from their therapists that depression was related to
levels of assertiveness
.
Youngren and Lewinsohn (1980) have reported the results of another
recent study of interpersonal behavior in depression. Seventy-five
depressed outpatients, who were participants in a treatment program,
69 psychiatric controls, and 80 normals were assessed on a number of
self-report and behavioral observation measures. Subjects were selected
by the two-step criteria described above. The study included self-
ratings of the frequency of a wide variety of behaviors, including
positive social activities, negative assertion, conflict, giving and
receiving negative feedback, and giving and receiving positive feed-
back. Subjects also rated the impact of these events on their mood,
from extremely positive to extremely negative. Group interactions,
similar to those described above, were also rated by judges on a number
of components (i.e., latency, activity level), and on global levels of
social skill. Similar ratings were also made of component behaviors,
and global measures, after a dyadic interaction.
On the self-report measure, depressed subjects reported less
frequently giving and receiving positive feedback, and engaging in
positive social activity, than the other groups. No differences were
found in levels of conflict, assertion, or giving negative feedback.
Depressed and psychiatric control subjects both reported somewhat
higher levels of receiving negative feedback than normals, although
the difference was not statistically significant. Depressed subjects
reported higher levels of subjective distress than the other two
groups during assertion and conflict, and lower levels of satisfaction
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than the other two groups when socially active, and giving and receiv-
ing positive feedback.
Analyses of individual items on the self-report measure which did
significantly differentiate the depressed subjects from the other two
groups clustered into three factors. The first factor involved initi-
ating social activity, especially with strangers. A second factor
included items having to do with giving and receiving warmth and
affection. A third factor involved social activity with friends.
Behavioral measures (i.e., activity level, intiating contact, and
positive and negative reactions elicited) during group interactions
did not differ between the three groups. Both the depressed and psy-
chiatric control groups differed from normals on speech rate and
speech volume, with slower, softer speech than normals. Depressed and
psychiatric control subjects also showed lower levels of eye contact,
pleasantness, facial expression, and facial expression-arousal than
normals. On the global ratings of group interactions, depressives were
rated as less skillful than the other two groups on self-reports, peer
ratings, and judges' ratings. No differences were apparent between the
groups on global ratings of the dyadic interaction.
In this study, it should be noted that, for most measures, much of
the difference between depressed subjects and the control groups is
only evident at the level of self-report. On behavioral measures,
depressed subjects appeared similar to the psychiatric control subjects.
This raises the question of whether depressives' self-critical cognitive
style, noted above, biases efforts to assess their social behavior or
social skill by self-report. However, depressives were also seen as
less skillful in group interactions by peers and judges. Component
behaviors did not define any reliable characteristics unique to the
depressed subjects. One interesting finding was that a number of
Eositive behaviors (i.e., intiating social contact, giving and receiving
affection) were the strongest discriminators of depressives from other
subjects
.
This study appears to be the strongest methodologically of the
series of studies by Lewinsohn' s group that have been reviewed thus far.
One serious limitation of this study, however, is that the psychiatric
control group had been paid for their participation, and were not in
treatment, and were not given other psychiatric diagnoses. Thus, it
is likely that they were not a comparable group in severity of distur-
bance to the depressives, who had volunteered for a treatment program
for assistance with their depression.
Lewinsohn and his colleagues (Lewinsohn, Mischel, Chaplin, and
Barton, 1980) have presented additional data suggesting that depres-
sives not only have social skills deficits, but that their self-
evaluation of their skills is an important variable as well. Depressed
subjects were 71 outpatients undergoing treatment who had met MMPI and
interview criteria for depression. Fifty-nine psychiatric control
subjects, and 73 normals, were chosen as described above, from a com-
munity sample who were paid for their participation in the study.
Reliable ratings were made of subjects following a series of group
interactions. After these interactions, subjects also rated themselves
on the same dimensions of social skill. Depressed subjects were rated
by judges to be less skillful than the other two groups, and depressed
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subjects also rated their own performance in the group interaction
lower than the other two groups rated themselves. No differences were
found on either measure between normals and psychiatric controls. The
other result of interest was that subjects from all three groups rated
their level of social skill somewhat higher than external raters had.
For both normals and psychiatric controls, and "illusory self-
enhancement" effect, a positive discrepancy between self
-ratings and
external ratings, was statistically significant. For the depressed
group, a small difference did not achieve statistical significance.
External ratings and self-ratings were obtained under the same
circumstances described above after several months, when the depressed
group had completed one of several forms of psychological treatment.
While no changes had occurred in the two control groups over time,
the depressed group rated their performance, and were rated by judges,
as significantly more socially skilled at this post-treatment assessment
as compared to the pre-treatment ratings. While statistical comparisons
of these post-treatment means, between the three groups, were not
reported, depressed subjects appear to have attained levels of self-
rated, and observer-rated, social skill equivalent to the other two
groups at the post-treatment assessment. The authors report consider-
able interest in the finding that depressed subjects appeared to have
developed the same "illusory self-enhancement" effect at post-treatment
that characterized the normals and psychiatric controls.
One additional study by Lewinsohn and his colleagues (Zeiss,
Lewinsohn, and Munoz, 1979), while not aimed at examining differences
between depressives and other groups, does provide data relevant to
the current review. In this study, depressed outpatients, chosen by the
two-step criteria described above, were given one of three cognitive-
behavioral treatments for depression. Half of the subjects in each
treatment were pretested on a number of variables, and immediately
began treatment. Another half of the subjects were given an initial
pretreatment assessment, and given another pretreatment assessment
after a one-month waiting period, before they began treatment.
Patients were also assessed after treatment and on follow-up.
Among the assessment measures used were the self-report measure
used in the Youngren and Lewinsohn (1980) study, and ratings of group
interactions similar to those described above. All depressed subjects,
regardless of whether they had been in treatment or on the waiting
list, and regardless of which treatment they received, showed signifi-
cant improvements in interpersonal skills variables. These changes
were apparent for social activity, and comfort in social interaction
and assertion, on the self-report measure. During group interactions
all groups of depressives became increasingly socially skillful, as
rated by objective raters and peers. It was also found that all
depressed subjects became significantly less depressed over time,
whether or not they had been in treatment or on the waiting list.
Subjects in treatment did show greater improvement in depression than
the waiting list group.
The findings appear important because of the significant changes
over a brief period of time for the untreated groups. The fact that
untreated depressed patients showed improvements in level of social
skills equivalent to the gains of depressives in treatment suggest that
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any deficits in social skill which were apparent initially were only
temporary performance decrements. This explanation is further sup-
ported by the fact that even depressed subjects receiving treatments
targeted at improving interpersonal skills showed no greater improve-
ments on social skills measures than subjects in cognitive therapy,
or waiting list patients. Also of note was the finding that untreated
depressed subjects showed significant decreases in their scores on the
MMPI Depression scale over the one-month waiting period. This suggests
that depressed individuals chosen by Lewinsohn's criteria are probably
experiencing only transient depressive symptoms.
Contrary to the frequent citations in the psychological literature
on depression, the results of the series of studies by Lewinsohn and
his colleagues reviewed above provide only mixed support for the con-
tention that depressed individuals have social skills deficits. Results
in the early studies were not consistent, often reporting results
significant only for one gender of subjects, or on a few measures, or
failing to find differences on different stimulus items or groups
within the studies. Unpublished studies were often not reported in
sufficient detail to allow for thorough scrutiny of methodology. In
the Libet and Lewinsohn (1973) study, results were inconsistent and
data analyses were not applied in a consistent, conventional fashion.
Recent studies by Lewinsohn and his colleagues have been of better
methodological quality than their early research. A number of method-
ological and conceptual problems are apparent throughout all of the
studies by Lewinsohn's group, however. One consistent problem was in
the comparison groups chosen. Several studies included subjects
labelled as "psychiatric controls." However, no data were reported
justifying the view that these subjects either experienced any psychol-
ogical distress, or were seen by others as having psychiatric problems.
Elevations on the Hypochondriasis or Psychasthenia scales on the MMPI
were the only indications of psychopathology among these subjects.
Elevations on the Hypochondriasis scale are not diagnostic of psycho-
pathology, and are often found in acute medical illness (Wallace,
MacCrimmon, and Goldberg, 1980), and chronic medical illness (Fordyce,
1979). High scores on Psychasthenia may be an indication of anxiety,
but are also found among relatively normal individuals with obsessive
personality characteristics.
The "psychiatric control" subjects appear especially inappropriate
in the recent studies involving comparison with depressed individuals
undergoing treatment. In these studies "psychiatric controls" were
paid for their participation, and were neither undergoing any treatment,
nor complaining of psychological disturbance. It is unlikely that they
were as impaired as a group as the depressives who had volunteered for
treatment. The finding by Zeiss, Lewinsohn, and Munoz (1979) that
untreated depressives showed significant improvement after one month
also suggests that Lewinsohn' s selection criteria identifies depressives
with rather mild transient symptoms.
Whether social skills deficits are specific to depression is
another serious question. In the studies reviewed above, no research
has compared depressed patients on measures of social skill with
comparably impaired psychiatric patients. The studies of Zigler and
his colleagues, noted above, report premorbid social functioning as
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an important variable for schizophrenics, and overall samples of psy-
chiatric patients. Becker (1974) and Weissman and Paykel (1974) have
noted that, in their clinical experience, depressed patients do not
show the extent of social skills deficits noted in schizophrenics,
especially "process" schizophrenics.
Further suggestion that poor social skills may be related to
psychopathology in general, rather than being specific to depression,
comes from recent work by Curran, Miller, Zwick, Monti, and Stout
(1980). The authors examined the incidence of social inadequacy in a
general psychiatric population, using objective ratings of patients'
problem-oriented medical records. About 7% of their patients were
labelled as socially inadequate, and there was no relationship between
the label of social skills deficit and type of psychiatric diagnosis,
including depression. This is consistent with a similar finding by
Bryant, Trower, Yardley, Urbieta, and Letemendia (1976), in which
traditional psychiatric diagnoses were unrelated to social inadequacy
in a British sample. An additional finding of interest in the Curran,
et al. study was that far more (20.7%) of their socially inadequate
patients were noted to be "overly assertive" than "insufficiently
assertive" (6.9%). Thus, the available evidence suggests that social
skills deficits are characteristic of many patient groups other than
depressives
.
A final problem to be noted in the Lewinsohn, et al. studies is
the lack of concern for the conceptual distinction of social skills
from social performance
. While Lewinsohn notes the distinction in an
early paper, all of the data reported result from either self-report,
or observation, of subjects' typical performance. Thus, it is not
clear whether any performance deficits which were found occurred
because of lack of skill or ability, or whether such differences were
secondary to the decreased motivation and energy noted to accompany
depression. Depressed individuals may have adequate skills, but not
utilize them fully. In fact, the results of the study by Zeiss, Lewin-
sohn, and Munoz suggest that "skill deficits," as measured by the
criteria used in this series of studies, and among depressive subjects
chosen by the methods used in the studies, are likely to be only tran-
sient performance deficits. This problem also occurs in the interpre-
tation of the results of the Sanchez and Lewinsohn study. From the
high correlation of daily levels of assertiveness and depression,
apparently depressed subjects showed day-to-day variations in their
levels of assertiveness. Poor skills should logically produce consis-
tently low levels of assertion, and variable performance appears most
compatible with a performance deficit.
It should be noted that the notion of social skills deficits among
depressed individuals is not necessarily critical to Lewinsohn'
s
broader theory of depression. Poor social skills are described as
merely one pathway by which individuals may receive low levels of
response-contingent reinforcement from others. This lack of response-
contingent reinforcement is seen by Lewinsohn as the critical element
in depression. Also, Lewinsohn does not necessarily insist that all
depressives lack social skills. He also notes (Lewinsohn, Biglan, and
Zeiss, 1976) that individual differences occur in the specific nature
of social skills deficits among depressed patients, and urges clinicians
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to do an individual functional analysis of patients' social skills
problems
.
It is noteworthy, however, that a number of clinicians have made
social skills training either a major or sole component of their
treatment of depression (McClean and Hakstian, 1979; Zeiss, Lewinsohn,
and Munoz, 1979; Hersen, Bellack, and Himmelhoch, 1980). This is based
on the assumption that depressives are lacking in social skills, and
these clinicians cite the above studies to justify this contention.
Thus, it appears critical that this question be examined carefully.
Besides the studies of Lewinsohn and his colleagues, Weissman and
her collaborators at Yale have carried out the other major program of
research on social functioning in depression. Their work emphasizes
role functioning in depressed women. The study is a landmark, with its
longitudinal design and careful evaluation of depressed and nondepressed
women, carefully matched on socioeconomic variables.
Weissman and Paykel (1974) studied a group of 40 depressed women,
and 40 normal women from the community matched carefully on age, race,
marital status, religion, and social class. Controls had no history
of serious medical or psychiatric disorder. Depressed subjects were
part of a larger outcome study on the effectiveness of antidepressant
medications and psychotherapy in treating depression. Subjects were
assessed at several times over a twenty month period, using the Social
Adjustment Scale (SAS), a reliable structured interview assessing
functioning in five major spheres: work, economic, social and leisure
activities, extended family, and marital. Only depressed patients who
had shown a positive response to antidepressant medication (amitrip-
tyline) were studied, so the sample was not entirely representative of
the general population of depressed women. Half of these depressed
women received interpersonally oriented psychotherapy in addition to
medications. The advantage to the design was that depressed subjects
were assessed during the acute phase of their depression, and at several
points during their recovery.
Weissman and Paykel found that, during the acute depressive epi-
sode, there was considerable impairment in depressives' lives, as
compared to normals. Social impairment was evident in work performance,
as a community member, and as a wife and mother. Impairment was most
evident in marriage and parenthood roles. These roles were charac-
terized by high levels of hostility and interpersonal friction, and
poor communication with spouses. In marriages which had been fairly
good before the depressive episode, depressed women tended to withdraw
interpersonally, while in marriages which had been troubled, overt
displays of resentment and friction were apparent during the acute
phase
.
During follow-ups at 2, 4, and 8 months, social performance was
found to improve, but to lag behind improvement in other areas of
depressive symptomatology. Work performance, anxious rumination, and
relations with extended family improved rather rapidly. Contrary to
the theories advanced in the psychodynamic literature, submissive
dependency was only apparent in depressives during their acute disorder,
and did not differ from normal controls during follow-up. Expressed
hostility was also increased during the depressive episode, rather
than inhibited, as some psychodynamic theorists have suggested. Inter-
36
personal friction and inhibited communication
showed a slow and incom-
plete remission. Even at 8 months,
patients who were asymptomatic
still had poorer communication with
intimates, with higher levels of
friction and arguments wrth normals.
At 20 month follow-up, social
functioning had continued to improve,
hut had still failed to reach
the levels of the normal women.
In solarizing their results, Weissman
and Paykel suggest that,
„hile much social role dysfunction
is closely related to the
depressive
episode, the finding of stable,
relaUvely enduring maladjustments in
interpersonal friction and inhibited
co-unication suggests a chronic
impairment of communication, which
likely predates the depression,
and
may create some of the
stress precipitins the depressrve
episode.
Becker (1977) notes that this
finding runs counter to "clinical
lore
since Kraepelin," whrch has
held that, unlike remrtted
aepressives show no residual
interpersonal disturbances when
asymp-
tomatic. Werssman and Paykel's
findings are consrstent wrth
the
hyPothesis that depresses
function less well interpersonal^
than
normals, and also elucidates
that such rmpairment rs most
persistent
and in a characteristrc style
in certain spheres (marital,
parental),
C.thdrawal, mhrbited communication,
and friction). Their 20
month
£ollow-up is a landmark
achievement in this area of
research.
ogical problems which suggest
caution in evaluating their
results
Firs t, their study did
not include a psychiatric
control group, and *
t how specific these
findings are to depresses
versus
is not apparen
ecm
„, The authors do suggest
that the
:hiatric patients in general.psycl
impairments found among their depressed sample appeared less severe
than those noted clinically among schizophrenics.
A second concern is in the nature of their measure of social role
functioning. Their data was all dependent on self-report from the
patients and normals themselves during interviews. The authors present
a thorough, and persuasive, argument for using this approach in their
intitial study. Of course, self-report data is open to question on
the basis of such likely biases as normals presenting themselves in an
overly favorable light, and depressives being overly self
-critical
.
Such effects may have also been magnified by the fact that raters were
not blind as to whether subjects were patients or normals. Patients
were also the only subjects interviewed repeatedly, and the authors
assumed that social role functioning would be stable over time for
the normals.
Some indications of an unrealistically positive picture of the
normal subjects is apparent in the research. For example, the authors
state, "The normals usually described full and easy communication,
reporting that they and their spouses could discuss most things openly
and with humor. They exhibited pride in the level of understanding
between themselves and their husbands, and were not embarrassed by
discussing personal feelings in the interview." (p. 91) Despite the
above concerns, the study appears to be among the most solid methodol-
ogically in the area of social performance and depression.
The other major area of evidence suggesting that social skills
deficits may be an important component to depression comes from a
number of treatment programs aimed at alleviating depression. Some of
these studies have used treatment packages which have included social
skills training as one element. Successful treatment programs for
depression utilizing social skills training as a component have been
reported by several authors (McClean and Hakstian, 1979; Zeiss, Lewin-
sohn, and Munoz, 1979), and preliminary reports from another study
appear promising (Hersen, Bellack, and Himmelhoch, 1980). However, in
light of the rather limited evidence that depressives have social skills
deficits, social skills treatment programs may be premature.
Although social skills training programs have been found to be
effective in treating depression, it must be emphasized that evidence
for effective treatment, while important in its own right, has serious
limitations in providing data about the etiology of a disorder. McClean
(1981) has reviewed evidence from a number of behavioral and cognitive-
behavioral packages suggesting that treatment components, such as
social skills training, do not act specifically on particular symptoms.
Rather, it appears that different kinds of cognitive and behavioral
treatment packages may lead to similar outcomes. Thus, programs
emphasizing cognitive restructuring or social skills training may each
lead to equal improvement in depressive cognition and levels of social
performance
.
Another problem is that effective treatment may be independent of
etiology. A commonly used medical analogy is that, while penicillin
may be the treatment of choice for syphillis, it is not logical to des-
cribe syphillis etiologically as a deficit in penicillin. Thus, treat-
ment outcome data is probably of limited utility in developing sophisti-
cated theories of depression, and successful treatment does not demon-
strate prior existence of a deficit.
In summarizing the results of all of the above research on social
skills and depression, several generalizations can be made. Depressed
individuals, in several studies, have been found to show less effective
levels of social performance than normals during small group interac-
tions, on self-report measures, and on interview self-report. Differ-
ences between depressives and other clinical groups of similar severity
have not been adequately assessed. In fact, several clinicians, and
the results of several studies, suggest that social skills deficits are
characteristic of psychopathology in general. These differences between
depressives and normals appear to be chronic, and exacerbated by acute
depressive episodes, but have not been shown to represent skills
deficits. Depressives also appear to arouse negative emotions, such
as anger and depression, in others during interpersonal interactions.
No reliable components of these problems have been identified, other
than inconsistent findings that depressives have slower speech and
greater latency of response than normals (Hinchclif fe
,
Lancashire, and
Roberts, 1971).
While the hypothesis that depressed patients have social skills
deficits which are significantly related to their disorder seems
reasonable, a number of problems in the data available have been
reviewed. To summarize, the major problems include lack of appropriate
psychiatric control groups, and lack of attention to the distinction
between social skill and social performance. The social skills deficit
hypothesis is of little explanatory value in a theory of depression
unless results are: a) specific to depression and not characteristic
40
of psychopathology in general, and b) skills deficits, not merely
performance decrements, are found.
Given the above critique, it appears that a stricter test of the
social skills deficit hypothesis in depression would require: a) a
comparison of clinically depressed subjects not only with normals, but
also with a psychiatric control group of similar severity, and b) a
method of assessing level of social skill, rather than merely social
performance. If depressives have socially skilled responses in their
repertoires, but do not use them, social skills training would not
appear to be a maximally efficient clinical strategy. If performance
deficits, but not skills deficits, occur in depression, then social
skills deficits are unlikely to predispose to depression. Finally, if
social skills deficits are apparent in depressives and other clinical
groups as well, social skills deficits are not of value in explaining
the question of the "choice of symptom."
Research on social skills deficits in depression is not highly
developed, and very little is clearly resolved. However, it appears
to be especially important to address the questions outlined above
about the relationship of social skills and depression. Besides the
theoretical question within the behavioral social skills perspective,
and the importance of documenting the existence of skills deficits
while clinicians are treating patients with social skills training,
these questions are important.
"Social skills deficit" is a concept requiring only a minimal
level of inference. Social skills are far more easily operationalized
than such interpersonal mechanisms as hostility, dependency, and mani-
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pulativeness
.
Social skills deficits may be seen to underlie some of the other
interpersonal perspectives reviewed above. For example, within the
psychodynamic literature, it appears likely that an individual's level
of assertiveness skills might be related to problems with hostility.
A person chronically unable to express anger and irritation appropri-
ately and assertively may behave in a passive-aggressive fashion, or
be seething with irritation over minor frustrations.
Wachtel (1973), a psychoanalytically trained therapist who has
written creatively about the relationship between psychodynamic and
behavioral approaches, has written about this link between social skills
and psychodynamic factors. In describing the case of a withdrawn,
socially anxious young man, Wachtel notes:
His dreams and associations indicated rather
strikingly the kind of intense ties to mother that
are often stressed and elaborated upon in the psy-
choanalytic literature, and that are often viewed
as the current cause of current life difficulties.
I was struck, however, by the cumulative effects
of a life history in which the experiences neces-
sary to develop social skills and ease with people
did not occur; and I suggested that even if his
conflicted ties to his mother were historically
earlier, and thus primary in that sense, the pre-
sent causal nexus was far more complicated. (p. 58)
Wachtel goes on to describe how problems which may have begun in
ways described by psychoanalytic theory may have become part of a
"life style," and may create vicious circles of anxiety, avoidance, and
failure to learn social skills. Wachtel urges psychodynamically
oriented therapists to actively teach social skills to their patients,
and to encourage "real-life" behavior change, to break these patterns.
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Becker (1974) has also noted the relevance of the concept of
social skills in examining the psychodynamic notion of dependency.
Individuals may be unskilled in gaining reward from others in more
healthy fashions, and thus depend on a single significant other for
personal gratification.
Especially since a number of the psychodynamic descriptions of
depression reviewed provide a rather unsympathetic, possibly pejorative,
viewpoint on the depressive, it appears important to consider the
simpler explanation of a lack of social skills. It would be unfair
to label a depressed patient as "manipulative," or "dependent," when
they are actually not capable of more effective behavior. This would
be akin to labeling a brain-damaged patient as "lazy" because they did
not succeed in school.
Social skills deficits may also underlie problems described by
some theorists as "systems" problems. For example, faulty marital
communication may be due to deficits in social skills relevant to dis-
cussing and settling differences (Eisler, Miller, Hersen, and Alford,
1974). Lack of social support may also be influenced by one's ability
to initiate and maintain good relationships. In fact, several re-
searchers have suggested that the interrelationship of level of social
support, and psychological adjustment, is a potential confound in social
support research (Ilfield, 1976; Andrews, Tennant, Hewson, and Vaillant,
1978; Roskies and Lazarus, 1980). "Social network" may not be a ran-
domly distributed variable. Depressives, or other socially unskilled
individuals, may develop a vicious circle of poor interpersonal skills,
and a lack of a support network.
The negative response from others to the depressed person, noted
above, may also be related to social skills problems. Certain kinds
of ineffective interpersonal behavior might be quite annoying to others.
Coyne (1976a, 1976b) notes that social skill may be related to depres-
ses
' rejection by others, but describes the problem as one in which
"depressed persons lack the special social skills necessary to overcome
the effects of their mood induction on others." (p. 192) Thus, Coyne
speculates that the rejection-eliciting interpersonal style is a con-
sequence of the depression, and is doubtful that problems in response
capability predate the depressive episode.
In the next section of the paper, methodological issues critical
to the investigation of the role of social skills deficits in depres-
sion will be discussed. Two problems will be reviewed in detail: the
assessment of social skills deficits, and the selection of subjects
for research on depression.
CHAPTER III
METHODOLOGICAL ISSUES
While the hypothesis that
.depression is related to social skills
deficits is more easily operationalized than many of the rather abstract
psychodynamic conceptions discussed above, investigation of this problem
requires attention to several methodological issues. These fall into
two categories: the assessment of social skills and the selection of
subjects in depression research. These areas will be reviewed, and
the choice of methods for the current study addressed in the context
of these methodological concerns.
Assessment of Social Skills
Because of its tradition within the behavior therapy paradigm,
assessment of social skills has usually been linked closely with the
treatment of clinical problems. Several approaches to assessment of
social skill have been used.
Ideally, many behavior therapists have preferred direct behavioral
observation of subjects in naturalistic settings as the ideal in assess-
ment. Despite its advantages, this strategy has many limitations. It
is expensive, and time consuming, to arrange to observe large numbers
of subjects in "real-life" settings, across a variety of situations.
The mechanics of arranging to observe an individual in such situations
as dating are overwhelming. Methodological problems, such as reactiv-
ity, occur when subjects are aware that they are being observed, and
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ethical issues, such as invasion of privacy, are raised if subjects are
observed covertly. Naturalistic observation also presents problem of
standardization of situations across subjects. Finally, unless the
investigator covertly "arranges" for situations to occur, he/she must
wait for the situations of interest to happen. Thus, naturalistic
observation is generally only an appropriate method when subjects are a
"captive audience," such as residents of a hospital, or students in a
classroom.
Several other methods for assessment of social skills have also
been reported. Sociometric ratings by peers, or others (i.e., parents,
teachers) is one alternative to direct observation of behavior. Using
this approach with adult subjects has severe problems, however. Sub-
jects may not uniformly have reliable peers to serve as informants.
Confidentiality is another potential problem with asking friends, or
work supervisors, to assist in collecting such data, especially with
psychiatric patients. Such reports may also be negatively biased if
informants are aware of subjects' status as a patient.
Most assessors have come to rely on either paper and pencil self-
report measures, or have used role-play techniques as measures of social
skills. Self-report measures are not ideal because of the potential for
such problems as defensive response sets. The usual problems with self-
report measures are also compounded in the current context by several
other problems. First, self-report measures currently available report
to measure only a limited range of social skills, usually either
assertiveness
,
or heterosexual dating skills. It is evident from
examining the clinical literature on social skills training (Hersen,
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Bellack, and Himmelhoeh, 1980; McClean, 1981) that these two content
areas exclude many critical types of social skills.
A second critical problem is in the confounding of one's typical
level of behavior with level of social skills in available self-report
scales. For example, self-report assertiveness scales ask subjects to
report their typical responses, or frequency of responses, to a number
of situations. As has been demonstrated by Schwartz and Gottsman
(1976), many individuals who are subassertive may have full knowledge
of, and an appropriate repertoire in, self-assertion. They point out
that there may be a performance deficit due either to motivational or
cognitive variables (i.e., feeling guilty about saying no). Thus, a
subject may be typically quite unassertive, and score low on a self-
report inventory of assertion, but not actually lack the necessary
response in their repertoire. It would be misleading to label such an
individual as lacking in social skill.
Thus, most researchers in the area of social skills have used
role-playing as their primary assessment approach. Subjects are pre-
sented with imaginary social situations, and asked to make a response
as if they were actually in the particular situation. This method has
the advantage of approximating in vivo observation, while allowing for
some standardization of situations. Subjects may also be given instruc-
tional sets in responding, and behavior in situations of interest to
the investigator may be studied.
One of the first reports of role-playing as a method for assessing
social behavior was that of Rotter and Wicker (1948). Despite their
finding that observers' ratings of social aggressiveness from role-
ra-
Played interactions predicted subjects' behavior outside of the labo
tory, role-playing was not a popular technique in assessment until
recent years. Interest in assertiveness training (Rehm and Marston,
1968; McFall and Marston, 1970) led to a revival of the technique.
However, this strategy is also not without controversy. Several
studies have been published in which the authors propose that role-play
tests are not valid predictors of actual behavior in naturalistic
settings (Bellack, Hersen, and Turner, 1978, 1979; Bellack, Hersen, and
Lamparski, 1979). These studies have been reviewed in detail by Haley
and Kerr (1980). Haley and Kerr, and Curran (1978) have pointed out a
number of severe methodological flaws in these studies. Briefly, the
major problem in these studies has been the use of inadequate behav-
ioral criteria for social skills in naturalistic settings. Wessberg,
Mariotto, Conger, Farrell, and Conger (1979) have described a recent
study which supports the utility of role-play assessments. A study by
MacDonald and Kern (1980) shows that role-play assessments of assertion
show good test-retest reliability, and discriminant validity superior
to commonly used paper and pencil measures of assertion.
A further set of issues arise when attempting to evaluate particu-
lar strategies for developing and using role-play assessment techniques.
One dominant paradigm for developing behavioral assessment measures has
been provided by Goldfried and D'Zurilla (1969). Their model provides
an excellent procedure for generating criterion- referenced measures for
use with specific populations. These assessments are particularly use-
ful in aiding clinical decisions about whether patients meet minimal
competency levels, or have deficits, in skills which are known to be
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critical for a given population. Criterion-referenced tests allow the
clinician to decide on the basis of subjects' responses whether skill
training is indicated. This is contrasted with traditional norm-
referenCed t6StS
>
Which P rovide relative information about how well
subjects have done in comparison with other subjects. As Curran and
Wessberg (1980) have described, such criterion-referenced tests are not
intended for (or optimal for) comparison of groups to assess for dif-
ferences in skill. In fact, such tests start off with the assumption
that there are certain skills which differentiate a given clinical group
from normals, and systematically attempt to identify these skills, with
input from experts and patients themselves.
For the current study, it appears useful to sample subjects' skill
across a broad sample of social situations. It is also important not
only to assess situations known or assumed to be problematic, but also
to provide information about particular areas of relative strength.
Thus, the norm-referenced approach is most consistent with these goals.
No assessment device appropriate for use with adult women, which
measures a number of dimensions of social skill, is presently reported
in the literature. Thus, a role-play assessment measure was generated
for use in the current study.
Generating a role-play assessment measure for social skills
involves a large number of methodological issues, and choices. In some
cases, there is little data available to guide these choices of method.
A discussion of some of these decisions, and the justification for the
approach taken in the current project, is included below. These issues
have also been reviewed by McFall (1977), Nay (1977), and Curran and
Wessberg (1980).
Conceptual issues related to the
"situation-specificity," and
organization of, items in behavioral tests are important in deciding on
the method of generating and categorizing role-played responses. As
MacDonald (1978) and Goldfried and Linehan (1977) have noted, behavioral
assessment has often rejected the interest of traditional assessors for
a nomothetic approach, and traditional concerns for such psychometric
problems as reliability and internal consistency. Behavioral assessors
have favored a "situation-specific," ideographic approach to assessment.
In particular, Mischel's (1968) review of the situation-specificity of
behavior, and criticisms of the assumptions of traditional assessment,
has guided behavioral assessors. Mischel's position has been that
there is little evidence for cross-situational consistency to behavior,
and that traditional psychological tests predict a minimal amount of
variance compared with the variance due to situational variables.
This position, however, has recently been challenged by the data,
and strong arguments of Epstein (1979, 1980) and Zuckerman (1979),
against a purely situation-specific perspective. Epstein's work sug-
gests that increasing the number of observations comprising a behavioral
sample increases the reliability of the measurement, and demonstrates
significant cross-situational consistency within individuals.
In the current study, this issue was addressed by collecting role-
play data across a larger number of situations than is commonly done
in such testing. The use of a large number of particular situations,
and varying stimulus details across these situations, also addresses
a problem noted by Maher (1978), called stimulus sampling. For example,
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if only one item on refusing requests is included in a behavioral test,
the particular characteristics of the actor involved in the scene, or
the particular wording of the item, may limit the generalizability of
the response to the content area of interest. Thus, in the current
study, four items were developed for each category of behavior, equally
balanced for male and female targets of the interaction, and with
several different actors to provide varying stimuli for interaction.
The conceptual organization of items also involves choices about
whether or not to develop subscales, and how to label and structure
these. Most behavioral role-play tests have used total score across
all situations as the unit of analysis. The major problem with this
approach is that only a global level of assertiveness is obtained. As
noted above, social skills include a number of behaviors besides asser-
tion.
When social skills researchers have elected to classify role-play
items into subscales, past efforts have generally organized items by
the role of the target of the interaction (i.e., spouse, boss, friend),
or the gender of the target. In the present study, situations were
classified by the goal of the interaction to be role-played. Besides
facilitating the rating of responses, by providing a good criterion of
effectiveness (whether a role-played response would be likely to accom-
plish the goal specified), this method of classification closely
approximates the typical format of social skills training programs.
Responses to a given class of situations (i.e., refusing requests) are
typically taught. Thus, results relating deficits to particular classes
of situations, organized by goals, may be useful to clinicians in
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selecting which kinds of skills to train.
In the present study, because of the interest in what kinds of
social situations depressives may have social skills problems in,
categories of behavior were assessed. These included three categories
of negative assertion (refusing unreasonable requests, disagreeing and
stating one's own opinion, and requesting someone to change their
behavior), two categories of positive assertion (giving, and receiving,
compliments), and two categories of initiating social contact (intro-
ducing oneself, and initiating a social activity). For each of the
seven categories, four items were developed, resulting in a total of
28 situations.
The method of generating items for role-play tests is another
concern. In the criterion-referenced approach described above, items
are generated by members of the target sample, and by experts, and are
specifically aimed at finding problematic situations for the target
group. In the present study, this approach was rejected for two rea-
sons. First, no "target" group is being identified, because in the
present study the goal is to compare depressed patients, nondepressed
psychiatric patients, and normals. Second, rather than identifying
items which are assumed to be difficult for depressives, either through
their judgements or those of experts, the goal was to sample a variety
of social behaviors.
After a thorough review of the relevant literature on the training
of assertiveness and social skills, and of the theoretical literature on
the relationship of social skills to psychopathology , the author identi-
fied the above categories of social behaviors, which are commonly
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referred to in the social skills literature. In particular, the work
of Eisler, Hersen, Miller, and Blanchard (1975), Hersen, Bellack, and
Hi-elhoch (1,80), and the vork of Curran and his colleagues (Curran and
Mariotto, 1981) was influential.
A group of particular items sampling the above categories was
constructed by the author, and reviewed by several psychologists who
made suggestions for changes in wording and format of items, and sug-
gested additions or deletions of items. These items were pilot-tested
on a group of undergraduate college students, and further revised, and
pilot-tested with several psychiatric patients, and then put in their
final format. Items were also rated for their realism during the study
by subjects.
Another question within the field is the format for role-plays.
This includes decisions about the use of brief versus extended inter-
actions, and live models versus taped stimuli. While live models, and
extended role-plays may be more "realistic," training such models is
expensive, and may minimize the degree of standardization of the stim-
uli. The difficult task of training actors to respond in a consistent
fashion to an extended sequence of responses from subjects has been
described by McFall (1977), who notes that as the length of an inter-
action increases, the possibilities of subjects' potential responses,
which should be handled in a standardized fashion by actors, increases
exponentially. Most researchers in the area have come to rely on brief
role-played interactions because of these problems, and use either
taped stimuli, or taped stimuli with brief cues from actors. Due to
the factors of expense, and concern for standardization, role-play
Stimuli for the present study were taped, and subjects gave only brief
responses
.
Another area of question included the manner of recording and
rating role-played responses. Some researchers have emphasized the
rating of molecular components such as eye contact, or number of smiles
(Hersen and Bellack, 1977), while others have emphasized molar ratings
of social skills (Curran and Wessberg, 1980; MacDonald, 1978). Several
authors have argued that molar ratings are more generalizable across
situations, and that molecular ratings are difficult to interpret
(Curran and Wessberg, 1980; Haley and Kerr, 1980). For example, low
levels of eye contact may be problematic in assertiveness situations,
but overly high levels may also be inappropriate.
Some researchers have used videotaping to record subjects' role-
played responses, while others have favored audiotapes. Videotapes are
more expensive, but allow for coding and consideration of non-verbal
components more thoroughly than do audiotapes. The data available,
however, suggest that molar ratings of audiotapes and videotapes lead
to similar ratings (Weider and Weiss, 1980). Because the major goal
of the present study is to examine level of social skill, rather than
to identify components for a social skills training program, and because
of expense, subjects' role-played responses were audiotaped, and molar
ratings of social skills were emphasized.
A final issue to be considered is the instructional set given to
subjects as they role-play. Surprisingly, this topic has been the
object of only a few studies, and has been typically ignored when
investigators report results of research on social skills assessment.
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This may have occurred because behavioral assessors have tended to view
role-played responses as simply "behavioral samples." The available
evidence, however, suggests that role-played responses are strongly
influenced by instructional set. Nietzel and Bernstein (1976) found
that subjects asked to give their "best response" to a number of role-
Played items were more assertive in their responses than subjects told
to give their "normal" responses to the scenes. The authors note that
subjects' best responses were more likely to reflect their actual level
of social skill than the "normal" responses, which probably measured
only typical social performance. The distinction between typical social
performance, and social skill, is also suggested by the work of Schwartz
and Gottsman (1976). The authors studied college students identified
as high, medium, or low in assertiveness in a series of role-play situa-
tions. Subjects were asked, on different items, to either write out a
model response, as a measure of skill in developing and delivering a
response orally; and to respond naturally, as a measure of actual
assertiveness. Low assertive subjects did not differ from the other
two groups on their written knowledge of a good assertion response,
or their ability to deliver an ideal verbal response. Low assertive
subjects behaved less assertively than the other groups under the
instructional set of giving a natural response. The authors presented
data suggesting that this was probably due to inhibiting negative self-
statements by the low assertive group, rather than a difference in
skill.
Another important element in the instructional set given subjects
in a role-play task, which has not been systematically addressed in past
research, is the extent to which subjects are encouraged to use imagery
to intensify the reality of the scenes described. Nay (1977) has pro-
posed that imaginal rehearsal might increase the realism of stimulus
scenes used in role-play tests. He also makes the point that videotaped
stimuli, or live enactments, may paradoxically decrease the reality of
scenes to subjects by presenting a concrete stimulus which clearly
differs from the actual target of the interaction (i.e., spouse, boss).
Imagery may allow subjects to make scenes personally meaningful and
realistic. Thus, in the current study, instructions urged subjects to
imagine scenes fully. Subjects also were told to alter any details of
the scenes which seemed irrelevant to their actual life situation. For
example, unmarried subjects were encouraged to imagine an interaction
with a boyfriend or past husband in scenes which described marital
interaction.
Scenes were written with the goal of minimizing ambiguity about
the appropriate response called for, while avoiding unnecessary detail
such that subjects from a broad variety of backgrounds would be unable
to perceive the scenes as realistic. In each scene, there was a
directive to pursue a particular goal, e.g., complimenting someone, or
refusing someone's request. This also allowed for relatively clear
criteria for later rating of the effectiveness of each response, in
terms of whether it would be likely to achieve this major goal.
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Selection of Sub j ects_J
l
rL DeJn^^
The other critical methodological issue to be addressed is the
selection of subjects. As Depue and Monroe (1978) have pointed out,
the generalizability of most research on depression is severely limited
by the nature of the "depressed" sample used. Many studies have used
college students who score above critical points on either the Beck
Depression Inventory, or Zung Self-Report Depression Inventory. Depue
and Monroe note that there is serious doubt about whether such subjects
are at all comparable to clinically depressed patients, and whether
results of such research can be applied in a meaningful way to clinical
populations
.
Becker (1974) has also pointed out the fact that progress in the
area of psychological research on depression has been severely hampered
by the use of vastly differing, heterogeneous subject groups between
different studies of depression. It is often not clear what type of
patients are used in a particular study. Inconsistent results between
studies may be due to differences in subject populations. The impor-
tance of this problem also has been recognized by Buchwald (1980). As
editor of the Journal of Abnormal Psychology
, he has called for the
increasing use of reliable diagnostic classification of subjects in
psychological research on psychopathology
.
Recent developments in psychiatric/psychological diagnosis have
led to a number of systems of reliable diagnosis of depression, with
distinctions between a number of patterns of depressive symptoms. One
system, the RDC
,
was noted above. Another system, influenced in large
part by the success of the RDC system, is DSM-III. The DSM-III system
for the classification of depression distinguishes between a number of
very different subgroups of depression. Some of these will be des-
cribed briefy. For full details, see the DSM-III manual (1980).
"Major depressive disorder" is the term used to describe a depres-
sion which has lasted for a minimum of two weeks, and which includes
daily occurrence or a number of other symptoms besides mood disturbance.
DSM-III criteria for major depression are shown in Appendix B. Such
depressions may be quite debilitating, and include serious disturbances
in vegetative and social functioning.
"Dysthymic disorder" is the diagnosis denoting long-standing
depressions, of at least two years duration, which may include
depressed periods of only a few days, and which lack the number and
severity of symptoms occurring in major depressions. "Cyclothymic
disorder" involves mild depressions, with intermittent hypomanic epi-
sodes which do not reach a level of severity sufficient to warrant a
diagnosis of bipolar depression, or manic depressive disorder.
"Adjustment reaction with depressed mood" denotes a depression in
an individual who is responding to a stressful life event with a
depressed response which is short-lived, and lacking in the severity
and number of symptoms of a major depression. Other diagnostic sub-
groups in DSM-III with depressive features include "uncomplicated
bereavement," which is the normal grief reaction to the loss of a loved
one; "Schizoaffective disorder," in which depressive symptoms include
some schizophrenic symptoms, such as Schneiderian first rank symptoms
of thought insertion, thought broadcasting, or thought-withdrawal, and
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other psychotic symptoms of insufficient severity to warrant a diagnosis
of schizophrenia; and "Bipolar affective disorder," in which manic epi-
sodes of great energy, racing thoughts, and reckless behavior alternate
with major depressions. In "Borderline Personality Disorder," individ-
uals may have brief bouts of depressed mood, which alternate with anger
and other intense moods, and may have suicidal thoughts and make fre-
quent "manipulative" suicidal gestures.
While this author is not overly enamored of all of the assumptions
about psychopathology (i.e., the "disease model") evident in DSM-III,
the system is clearly an improvement of the past system of vague des-
criptions with no clear criterion for diagnosis contained in DSM-II.
It appears essential for psychopathology researchers to begin to sort
out, in more homogeneous subgroups, the varied manifestations of depres-
sion which the clinician encounters.
DSM-III was given an extensive field trial before its implementa-
tion in 1980. Spitzer, Forman, and Nee (1979) reported the results of
the initial field trial of DSM-III. Interviewers, from a wide variety
of settings, diagnosed patients according to the DSM-III criteria.
Results of reliability coefficients were reported for joint interviews
with two clinicians, and for independent (test-retest) interviews.
Overall kappa coefficients for all Axis I diagnoses, was .78 for joint
interviews, and .66 for test-retest interviews. For major affective
disorders, reliability coefficients averaged .70 for joint interviews,
and .65 for test-retest interviews.
The authors attribute these relatively high reliabilities to
several features, of DSM-III which were not available in DSM-II. Sys-
tematic descriptions of each diagnostic category are made in the DSM-III
manual, and diagnostic criteria are outlined. In the case of Major
Depression, specific criteria are described for minimum duration of
symptoms, and number of symptoms, and exclusion criteria are stated.
It appears critical for the present study to use a relatively
well-defined, homogeneous group of depressed subjects. In the current
study, only subjects meeting DSM-III criteria for Major Depression were
included in the depressed group, because this is a rather common, yet
severely impaired, subgroup of depressives. As will be discussed in
the Methods section, the depressed sample was further defined by
excluding subjects with additional problems suggesting other diagnoses.
Another important issue in subject selection is the selection of
appropriate comparison groups. An excellent article on this topic,
written in the context of selection of subjects in studies of schizo-
phrenia, was written by Chapman and Chapman (1977). The authors note
that simply reporting an overall difference on a measure between a
pathological group (i.e., depressives), and normals, may be trivial.
Such a design does not allow the researcher to state whether the
reported difference is due to the characteristics of the psychopathol-
ogical group in particular, or whether the difference is characteristic
of all deviant or pathological groups. The authors urge researchers to
use a psychiatric control group, with disorders of similar degree, and
a normal control group, with all three groups equated on control vari-
ables such as age and education. They further note that "one escapes
triviality.
. .by studying differential deficits rather than the presence
or absence of a single deficit." In the context of the current project,
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studying social skills across a number of categories of behavior, ratber
than only examining an overall level of a single variable snch as
assertiveness, is a strategy likely to lead to a .ore sophisticated
understanding of any "differential deficits" apparent among depressives.
Finally, in the current study descriptions of such details as
subjects' diagnoses, psychotropic medications, ages, educational
attainment, and number of prior hospitalizations were carefully noted,
to allow future researchers full information on these critial variables.
CHAPTER V
METHOD
Subjects
Subjects in the two patient groups were recruited from two inpati-
ent psychiatry units at the University of Washington School of Medicine.
All patients on the units were evaluated by a psychiatry resident, and
an attending psychiatrist, and given a DSM-III diagnosis. Attending
psychiatrists' diagnoses were used in the research, as these clinicians
were quite experienced with the DSM-III system. No subjects were
included if their diagnoses were substantially different by the two
assessors
.
All subjects were Caucasian women, between the ages of 21 and 55
years of age. Women were selected because of the data suggesting that
depression has a much higher incidence in females than among males
(Weissman and Klerman, 1977). Individuals with a history of mental
retardation, chronic schizophrenia, schizoaffective disorder, or manic-
depressive disorder were not included. Also excluded were patients
with serious medical problems such as multiple sclerosis, or organic
brain sydromes, and individuals not fluent in English. Patients were
not tested while they were actively hallucinating, or delusional, or in
crisis. When possible, patients were tested near the end of their hos-
pitalization, after some improvement in symptoms, so that their perform-
ance in the study would be as close to their optimal level of function
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as possible. Also excluded were patients who had been residing ln
institutional settings prior to their hospitalization, which indicated
extreme, chronic impairment.
Additional criteria for inclusion in each group were:
Depressed Group,: Diagnosis of Major Depression. No history of alcohol
or drug abuse within the past two years. Not receiving ECT treatment.
Nondepressed Psychiatric Control Group
,: Psychiatric diagnoses other
than affective disorder, and no history of affective disorder. Thus,
no subjects with Dysthymic, Cyclothymic, Manic, or Schizoaffective Dis-
orders, or Adjustment Reaction with Depressed mood, were included.
Normal Control
:
No history of psychiatric hospitalization or psychol-
ogical treatment. No history of alcoholism or drug abuse.
Potential subjects in the two psychiatric groups were identified
by the author by reviewing the charts of all patients admitted to the
units. Once it was determined that they might meet the criteria out-
lined above, potential subjects' primary nurses were approached, to
exclude any patients actively psychotic, in crisis, or unavailable due
to scheduling problems. The author then approached potential subjects,
briefly explained the nature of the study, and asked them to partici-
pate. Only two potential subjects from the depressed group, and two
from the psychiatric control group, refused to participate. These
individuals generally indicated that they were in great psychological
distress and unwilling to take on any extra non-required activity on
the ward.
DSM-III diagnoses and medications of subjects in the two patient
groups are shown in Table 1. Diagnoses were made within the first few
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TABLE 1
DSM-III Diagnoses and Psychotropic Medications of Patients
Depressed
.
Diagnoses
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression,
Borderline Personality
Medications
Tofranil (Imipramine)
Tofranil (Imipramine)
Dalmane (Flurazepam)
Sinequan (Doxepin)
Tofranil (Imipramine)
Vivactil (Protriptyline)
Elavil (Amitriptyline)
Mellaril (Thioridazine) PRN
None
Elavil (Amitriptyline)
None
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TABLE 1 (continued)
Diagno ses w ,
.
° Medications
Psychiatric Control:
Adjustment Reaction with None
Mixed Emotional Features,
Passive-Aggressive Personality
Bulimia, Panic Disorder Dalmane (Flurazepam)
Anorexia Nervosa Mellaril (Thiridazine)
Brief reactive psychosis Haldol (Haloperidol)
Brief reactive psychosis Haldol (Haloperidol)
Antisocial Personality None
Opiate and barbiturate Librium (Chlordiazepoxide)
addiction, benzodiazepine abuse,
Mixed Personality Disorder with
Antisocial Traits
Anorexia Nervosa None
Adjustment Reaction with None
Mixed Emotional Features
Adjustment Reaction with Dalmane (Flurazepam)
Anxious Mood
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days of hospitalization. Patients on these units were generally dis-
charged within two weeks of admission, and then discharged for longer-
term outpatient treatment.
Normal subjects were solicited through the hospital's volunteer
program, and a poster, stating that a group of women with no history
of psychological treatment was needed for a control group in a psychol-
ogical study. Most of these women were community members donating four
hours per week to the hospital on a volunteer basis. Volunteers appeared
to vary widely in social class and level of education. They were pre-
ferable as normal controls to other available groups, such as nurses,
because they had not received any special training in psychology or
social skills through their work.
Experimenter
The author, a male graduate student in psychology, ran the subjects
in the study.
Instruments
Multidimensional role-play assessment
. The development of this measure
has been outlined above. The 28 items, shown in Appendix C, were ran-
domized, and tape recorded with a narrator and several male and female
voices. The tape was initially run with several pilot subjects to
assure that it was clearly understandable. A demonstration item, and
several practice items, were also included.
Categories of behavior assessed, hereafter referred to by Roman
numeral, were:
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Negative Assertion
.
Categ° ry l
-
Re(luesting someone to change their behavior, i.e.,
asking a neighbor to turn down a stereo, or asking someone to pay back
money which was loaned.
Category fl
,
Disagreeing, giving own opinion, i.e., responding to
others' criticisms of a movie the subject enjoyed, or to criticisms of
the subject's spending of money by their spouse.
Cate8° ry 111 • Reding a request, i.e., refusing to loan a new
car, or to babysit for a neighbor.
Positive Assertion
.
Category IV
.
Giving a compliment, i.e., to a friend about a
recent promotion, or about an enjoyable dinner party.
Category V
.
Receiving a compliment, i.e., about one's own recent
promotion at work, or successful party.
Initiating Social Contact
.
Category VI. Introducing self, i.e., at a party, or for a job
interview.
Category VII. Initiate social activity, i.e., ask a friend over
for coffee, or neighbors over for a barbeque.
Beck Depression Inventory (BDI)
. This 21 item self-report inventory
was used as a measure of severity of depression, as a check on the
validity of subjects' assignment to groups by diagnoses. Described by
Beck, Ward, Mendelson, Mock, and Erbaugh (1961), subjects select one
response from a list of depressive symptoms which is most characteris-
tic of their state of depression on the day of testing. Split-half
reliability of
.86 was reported by Beck, et al., and numerous studies
have supported the validity of the instrument. The BDI is shown in
Appendix D.
Shipley Institute of Living Scale. The Vocabulary section of the
Shipley was used as a brief measure of verbal intelligence and vocabu-
lary, to assess for group differences, and possible confound of intel-
ligence on the social skill measure. As described by Shipley (1940a,
1940b), the reliability of the 40-item multiple choice vocabulary scale
is
.87. Prior research has found .80 (Wiens and Banaka, I960) and .90
(Sines and Simmons, 1959) correlations between the Shipley and Weschler
Adult Intelligence Scale Full Scale scores. The Shipley is shown in
Appendix E.
Procedure
All subjects were tested individually. After subjects had
reviewed and signed an informed consent form (see Appendix F) , the
investigator gathered data on subjects* ages, educational attainment,
marital status, and number of prior psychiatric hospitalizations. Nor-
mals were also screened for history of psychiatric hospitalization, psy-
chological treatment, or alcohol or drug abuse, and depressives for
recent alcohol or drug abuse. The subject was then read a standard
explanation of the study, and instructions for responding to the role-
play test (see Appendix G)
.
After answering any questions, the experi-
menter played the tape recording of a modeling scene, and delivered the
modeled response, as shown in Appendix C. This taped scene was then
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replayed for subjects, and they were told to give the best response
they could when the item was replayed. Thus, all subjects had a very
easy initial response. Subjects were then given several additional
practice items, until they had attained a criterion of three responses
which were in proper role-play format. Subjects were given no feedback
as to the nature of a good response, but were reminded to respond in a
role play format, to give the best response they could, and to speak
into the microphone. All subjects were able to meet the criterion for
further participation within five or less practice trials.
Subjects were then told that the rest of the role play test would
follow, and that all of their responses would be tape recorded. A tape
recorder was left running continually from this point until subjects
had completed the 28 items.
Throughout the role-play test, the experimenter did not give feed-
back to subjects about their performance, even if it was solicited.
Subjects were told to "Do your best" if they hesitated to respond, or
asked for feedback. In instances where subjects stated that they did
not hear or comprehend an item, the item was repeated.
After the role-play test, subjects were given a four-item ques-
tionnaire to assess subjects' judgements of: a) how realistic the
role-play scenes were; b) how well they felt they had done on the
role-play task; c) how well they would have actually done in such
situations in real life over the past month; and d) how well they would
have handled such situations in their real life during their optimal
level of functioning over the past year. These questions are shown in
Appendix H.
Subjects were then interviewed briefly about their perceptions of
the role-play task, their real-life interpersonal difficulties, and
their perception of the relationship of the role-plays to their real-
life behavior. Questions asked are shown in Appendix I.
The experimenter was careful to answer subjects' questions, and to
reassure subjects about their performance as appropriate. In several
cases, patients noted that they realized from the testing that therapy
emphasizing social skills training might be helpful to them. The
experimenter encouraged such patients to tell the unit staff of this
concern, and referred patients to a local clinic providing such ser-
vices. The experimenter offered several external attributions for any
patients who were distressed about what they perceived as poor perform-
ance, i.e., the artificiality of role playing to a tape-recording, and
the large number of scenes.
Subjects were then given the BDI and the Shipley. Some patients
had completed the Shipley as a routine part of their initial psychol-
ogical evaluation on the inpatient unit, and these scores were used for
such patients.
Tape Ratings
The tape recordings of subjects' responses on the role-play test
were edited, such that all 30 subjects* responses to a particular item
were placed sequentially on a cassette tape. This procedure was
intended to reduce the likelihood of halo effects which might result
from a system in which raters' judgements of subjects' responses would
influence their ratings of other items. Responses were placed on
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these edited tapes in a ra„do„ order, with n„ cues as to the diagnostic
category of subjects.
Raters were two female psychology undergraduates, blind to the
diagnostic group of subjects. Raters were trained by the investigator,
who initially spent several hours in lecture and discussion of defini-
tion and examples of good and poor social skills.
The investigator and the raters proceeded, category by category,
to develop rating criteria for each individual item on a 1-5 rating
scale of social skill. The particular guidelines for each item are
shown in Appendix J. Effective, socially skillful responses were deter-
mined by many factors, including the verbal content, intonation, and
latency and length of response. Such ratings involve complex judge-
ments, and strict behavioral criteria for such ratings are not feasible
(Curran and Wessberg, 1980). Rating criteria were thus actually guide-
lines, and ratings were on an interval rather than an ordinal scale.
Both raters independently rated each response on overall social
skill. A minimum inter-rater reliability of an average Pearson R of
.80 per category was established. In instances where initial ratings
did not meet this level of reliability, independent ratings were
repeated by each rater with trial-by-trial feedback between raters.
The investigator was careful to assure that ratings were made indepen-
dently. In order to maximize overall reliability and validity of the
ratings, both raters rated all items for all subjects on overall social
skill.
On negative assertion items, raters also noted if a response could
be characterized as overly aggressive or overly passive. Because these
ratings were made on an occurrence/nonoccnrrence fashion, reliabiHty
was expressed as a ratio of nWber of agreements, to the SUm of agree-
ments and disagreements, of the raters. A mlaimum of .80 reliability
was specified.
Components of latency of response in seconds, length of response
in seconds, and length of response in words, were also rated for each
item. Because these ratings were easily definable, and an initial
reliability check showed a minimum of .90 reliability for these compo-
nents, raters each rated only one half of the items from each category
on these components, other than two overlapping items for a random
reliability check. Rate of response, in words per second, was calcu-
lated by dividing length of response in words by length in seconds.
CHAPTER V
METHOD
cine
and
Subjects
Subjects in the two patient groups were recruited from two inpati
ent psychiatry units at the University of Washington School of Medi
All patients on the units were evaluated by a psychiatry resident,
an attending psychiatrist, and given a DSM-III diagnosis. Attending
psychiatrists' diagnoses were used in the research, as these clinicians
were quite experienced with the DSM-III system. No subjects were
included if their diagnoses were substantially different by the two
assessors
.
All subjects were Caucasian women, between the ages of 21 and 55
years of age. Women were selected because of the data suggesting that
depression has a much higher incidence in females than among males
(Weissman and Klerman, 1977). Individuals with a history of mental
retardation, chronic schizophrenia, schizoaffective disorder, or manic-
depressive disorder were not included. Also excluded were patients
with serious medical problems such as multiple sclerosis, or organic
brain sydromes, and individuals not fluent in English. Patients were
not tested while they were actively hallucinating, or delusional, or in
crisis. When possible, patients were tested near the end of their hos-
pitalization, after some improvement in symptoms, so that their perform-
ance in the study would be as close to their optimal level of function
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as possible. Also excluded were patients who had been residing in
institutional settings prior to their hospitalization, which indicated
extreme, chronic impairment.
Additional criteria for inclusion in each group were:
De££«sed_Group_: Diagnosis of Major Depression. No history of alcohol
or drug abuse within the past two years. Not receiving ECT treatment.
Undepressed Psych
i
at^c_Con^^ Psychiatric diagnoses other
than affective disorder, and no history of affective disorder. Thus,
no subjects with Dysthymic, Cyclothymic, Manic, or Schizoaffective Dis-
orders, or Adjustment Reaction with Depressed mood, were included.
Normal Control
:
No history of psychiatric hospitalization or psychol-
ogical treatment. No history of alcoholism or drug abuse.
Potential subjects in the two psychiatric groups were identified
by the author by reviewing the charts of all patients admitted to the
units. Once it was determined that they might meet the criteria out-
lined above, potential subjects* primary nurses were approached, to
exclude any patients actively psychotic, in crisis, or unavailable due
to scheduling problems. The author then approached potential subjects,
briefly explained the nature of the study, and asked them to partici-
pate. Only two potential subjects from the depressed group, and two
from the psychiatric control group, refused to participate. These
individuals generally indicated that they were in great psychological
distress and unwilling to take on any extra non-required activity on
the ward.
DSM-III diagnoses and medications of subjects in the two patient
groups are shown in Table 1. Diagnoses were made within the first few
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TABLE 1
DSM-III Diagnoses and Psychotropic
Diagnoses
Depressed
:
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression
Major Depression,
Borderline Personality
Medications of Patients
Medications
Tofranil (Imipramine)
Tofranil (Imipramine)
Dalmane (Flurazepam)
Sinequan (Doxepin)
Tofranil (Imipramine)
Vivactil (Protriptyline)
Elavil (Amitriptyline)
Mellaril (Thioridazine) PRN
None
Elavil (Amitriptyline)
None
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TABLE 1 (continued)
Diagnoses M^ •& Medications
Psychiatric Control:
Adjustment Reaction with None
Mixed Emotional Features,
Passive-Aggressive Personality
Bulimia, Panic Disorder Dalmane (Flurazepam)
Anorexia Nervosa Mellaril (Thiridazine)
Brief reactive psychosis Haldol (Haloperidol)
Brief reactive psychosis Haldol (Haloperidol)
Antisocial Personality None
Opiate and barbiturate Librium (Chlordiazepoxide)
addiction, benzodiazepine abuse,
Mixed Personality Disorder with
Antisocial Traits
Anorexia Nervosa None
Adjustment Reaction with None
Mixed Emotional Features
Adjustment Reaction with Dalmane (Flurazepam)
Anxious Mood
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days of hospitalization. Patients on these units were generally dis-
charged within two weeks of ad.ission, and then discharged for longer-
term outpatient treatment.
Normal subjects were solicited through the hospital's volunteer
program, and a poster, stating that a group of women with no history
of psychological treatment was needed for a control group in a psychol-
ogical study. Most of these women were community members donating four
hours per week to the hospital on a volunteer basis. Volunteers appeared
to vary widely in social class and level of education. They were pre-
ferable as normal controls to other available groups, such as nurses,
because they had not received any special training in psychology or
social skills through their work.
Experimenter
The author, a male graduate student in psychology, ran the subjects
in the study.
Instruments
Multidimensional role-play assessment
. The development of this measure
has been outlined above. The 28 items, shown in Appendix C, were ran-
domized, and tape recorded with a narrator and several male and female
voices. The tape was initially run with several pilot subjects to
assure that it was clearly understandable. A demonstration item, and
several practice items, were also included.
Categories of behavior assessed, hereafter referred to by Roman
numeral, were:
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Negative Assertion
.
Category. Requesting someone to change their behavior, i.e.,
asking a neighbor to turn down a stprPn n y ^<,\,-u e eo, or asking someone to pay back
money which was loaned.
Cate8° ry H
-
Disa 8 reei"8» giving own opinion, i.e., responding to
others' criticisms of a movie the subject enjoyed, or to criticisms of
the subject's spending of money by their spouse.
Cate8° ry 111 • Refusin* a r^est, i.e., refusing to loan a new
car, or to babysit for a neighbor.
Positive Assertion
.
Category IV
.
Giving a compliment, i.e., to a friend about a
recent promotion, or about an enjoyable dinner party.
Category V
.
Receiving a compliment, i.e., about one's own recent
promotion at work, or successful party.
Initiating Social Contact
-
Category VI. Introducing self, i.e., at a party, or for a job
interview
.
Category VII. Initiate social activity, i.e., ask a friend over
for coffee, or neighbors over for a barbeque.
Beck Depression Inventory (BDI)
. This 21 item self-report inventory
was used as a measure of severity of depression, as a check on the
validity of subjects' assignment to groups by diagnoses. Described by
Beck, Ward, Mendelson, Mock, and Erbaugh (1961), subjects select one
response from a list of depressive symptoms which is most characteris-
tic of their state of depression on the day of testing. Split-half
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reliability of
.86 was reported by Beck
, at al., and onerous studies
have supported the validity of the instrument. The BDI is shown in
Appendix D.
Shipley Institute of Li yj nJL_Scale . The Vocabulary section of the
Shipley was used as a brief measure of verbal intelligence and vocabu-
lary, to assess for group differences, and possible confound of intel-
ligence on the social skill measure. As described by Shipley (1940a,
1940b), the reliability of the 40-item multiple choice vocabulary scale
is
.87. Prior research has found .80 (Wiens and Banaka, I960) and .90
(Sines and Simmons, 1959) correlations between the Shipley and Weschler
Adult Intelligence Scale Full Scale scores. The Shipley is shown in
Appendix E.
Procedure
All subjects were tested individually. After subjects had
reviewed and signed an informed consent form (see Appendix F) , the
investigator gathered data on subjects' ages, educational attainment,
marital status, and number of prior psychiatric hospitalizations. Nor-
mals were also screened for history of psychiatric hospitalization, psy-
chological treatment, or alcohol or drug abuse, and depressives for
recent alcohol or drug abuse. The subject was then read a standard
explanation of the study, and instructions for responding to the role-
play test (see Appendix G)
. After answering any questions, the experi-
menter played the tape recording of a modeling scene, and delivered the
modeled response, as shown in Appendix C. This taped scene was then
70
replayed for subjects, and they were told to give the best response
they could when the item was replayed. Thus, all subjects had a very
easy initial response. Subjects were then given several additional
practice items, until they had attained a criterion of three responses
which were in proper role-play format. Subjects were given no feedback
as to the nature of a good response, but were reminded to respond in a
role play format, to give the best response they could, and to speak
into the microphone. All subjects were able to meet the criterion for
further participation within five or less practice trials.
Subjects were then told that the rest of the role play test would
follow, and that all of their responses would be tape recorded. A tape
recorder was left running continually from this point until subjects
had completed the 28 items.
Throughout the role-play test, the experimenter did not give feed-
back to subjects about their performance, even if it was solicited.
Subjects were told to "Do your best" if they hesitated to respond, or
asked for feedback. In instances where subjects stated that they did
not hear or comprehend an item, the item was repeated.
After the role-play test, subjects were given a four-item ques-
tionnaire to assess subjects* judgements of: a) how realistic the
role-play scenes were; b) how well they felt they had done on the
role-play task; c) how well they would have actually done in such
situations in real life over the past month; and d) how well they would
have handled such situations in their real life during their optimal
level of functioning over the past year. These questions are shown in
Appendix H.
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Subjects were then interviewed briefly about their perceptions of
the role-play task, their real-life interpersonal difficulties, and
their perception of the relationship of the role-plays to their real-
life behavior. Questions asked are shown in Appendix I.
The experimenter was careful to answer subjects' questions, and to
reassure subjects about their performance as appropriate. In several
cases, patients noted that they realized from the testing that therapy
emphasizing social skills training might be helpful to them. The
experimenter encouraged such patients to tell the unit staff of this
concern, and referred patients to a local clinic providing such ser-
vices. The experimenter offered several external attributions for any
patients who were distressed about what they perceived as poor perform-
ance, i.e., the artificiality of role playing to a tape-recording, and
the large number of scenes.
Subjects were then given the BDI and the Shipley. Some patients
had completed the Shipley as a routine part of their initial psychol-
ogical evaluation on the inpatient unit, and these scores were used for
such patients.
Tape Ratings
The tape recordings of subjects' responses on the role-play test
were edited, such that all 30 subjects* responses to a particular item
were placed sequentially on a cassette tape. This procedure was
intended to reduce the likelihood of halo effects which might result
from a system in which raters' judgements of subjects' responses would
influence their ratings of other items. Responses were placed on
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these edited tapes in a ra nd« order, with no cues as t0 ^ diag„osUc
category of subjects.
Raters were two female psychology undergraduates, blind to the
diagnostic group of subjects. Raters were trained by the investigator,
who initially spent several hours in lecture and discussion of defini-
tion and examples of good and poor social skills.
The investigator and the raters proceeded, category by category,
to develop rating criteria for each individual item on a 1-5 rating
scale of social skill. The particular guidelines for each item are
shown in Appendix J. Effective, socially skillful responses were deter-
mined by many factors, including the verbal content, intonation, and
latency and length of response. Such ratings involve complex judge-
ments, and strict behavioral criteria for such ratings are not feasible
(Curran and Wessberg, 1980). Rating criteria were thus actually guide-
lines, and ratings were on an interval rather than an ordinal scale.
Both raters independently rated each response on overall social
skill. A minimum inter-rater reliability of an average Pearson R of
.80 per category was established. In instances where initial ratings
did not meet this level of reliability, independent ratings were
repeated by each rater with trial-by-trial feedback between raters.
The investigator was careful to assure that ratings were made indepen-
dently.. In order to maximize overall reliability and validity of the
ratings, both raters rated all items for all subjects on overall social
skill.
On negative assertion items, raters also noted if a response could
be characterized as overly aggressive or overly passive. Because these
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ratings were made on an occurrence/nonoccurrence fashion, reliability
was expressed as a ratio of number of agreements, to the sum of agree-
ments and disagreements, of the raters. A minimum of .80 reliability
was specified.
Components of latency of response in seconds, length of response
in seconds, and length of response in words, were also rated for each
item. Because these ratings were easily definable, and an initial
reliability check showed a minimum of .90 reliability for these compo-
nents, raters each rated only one half of the items from each category
on these components, other than two overlapping items for a random
reliability check. Rate of response, in words per second, was calcu-
lated by dividing length of response in words by length in seconds.
CHAPTER VI
RESULTS
Analyses were computed across group results on background vari-
ables, social skill ratings, component ratings, and self-report ratings.
Where significant F ratios were found, post-hoc tests were carried out,
using the Newman-Keuls test at the £ < .05 level. Finally, correlational
analyses were computed.
Initial group comparisons. Preliminary analyses were computed to assess
whether the groups differed on demographic and other control variables
and to check the validity of the assignment of subjects to groups.
Table 2 shows the means and standard deviations of these variables.
One-way analyses of variance, with the three groups as the independent
variable, indicated no significant differences between the groups on
age (see Table 3), education (see Table 4), and Shipley scores (see
Table 5). A significant effect on number of psychiatric hospitaliza-
tions (F = 6.18, p_ < .01) was found (see Table 6). A post-hoc compari-
son indicated that the two psychiatric groups did not differ on this
measure from each other, but had more hospitalizations than the normal
group. A main effect was also significant on the BDI (F = 13.82, £ <
.001), as shown in Table 7. Post-hoc comparisons indicated that all
three groups differed on this measure from each other, with the depressed
group having the highest mean, and the normals the lowest.
Thus, the groups are generally equated on age, education, and
verbal intelligence, and the psychiatric groups are distinct from the
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TABLE 2
Means and Standard Deviations, Descriptive Data
Depressed
(n = 10)
Psychiatric
Control
(n = 10)
Normal
(n = 10)
Age (years) 34.20
(13 .01)
26.60
(6.55)
35.30
(11.97)
Education (years) 12.50
(2.59)
13.50
(2.99)
14. 10
(1.79)
Shipley 28.90
(4.31)
31.40
(4.40)
32.80
(5.92)
Number of Psychiatric
Hospitalizations
3.00
(3.16)
2.00
(1.15)
0
(0)
Beck Depression Inventory 30. 10
(18.89)
14.60
(7.57)
2.40
(2.01)
TABLE 3
ANOVA Table, Age
df Mean Squares F Ratio FJProb,
Between Groups 2 224.4333 1.89
.170
Within Groups 27 118 5222
TABLE 4
ANOVA Table, Education
df Mean Squares F Ratio F Prob,
Between Groups 2 A ct-joo -F Z 6.5333 1.04
.368
Within Groups 27 6.2926
TABLE 5
ANOVA Table, Shipley
Source df Mean Squares F Ratio F Prob.
Between Groups 2 39.0333 1.60
.220
Within Groups 27 24.3296
TABLE 6
ANOVA Table, Number of Psychiatric Hospitalizations
S°UrCe
^ Mean Squares F Ratio F Prob
Between Groups 2 23 .3333 6.18
.006
Within Groups 27 3.7778
TABLE 7
ANOVA Table, Beck Depression Inventory
df Mean Squares F Ratio F Prob
,
Between Groups 2 1927.3000 13.82
.0001
Within Groups 27 139.4704
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normals in psychiatric history and severity of depression. The two
psychiatric groups are also distinct from each other in level of
depression. The depressed group's mean score on the BDI is in the
severe depression range, according to Beck's criteria. The psychiatric
control subjects' mean BDI score is in the mildly depressed range, 2
while the normals' mean is in the nondepressed range. The similarity
in number of psychiatric hospitalizations suggests that the two patient
groups are fairly similar in overall severity of disorder.
Role-play ratings
.
Skill ratings
.
Interrater reliabilities for items, averaged over
the seven categories are shown in Table 8. Pearson product-moment
correlations varied from .80 to .83. However, since the average of
both raters' judgements were used in analysis of the skill measures,
the effective reliabilities for the skill data are best represented by
the Spearman-Brown coefficient, which corrects for the increased
reliability resulting from multiple raters (Strahan, 1980). These
reliability coefficients ranged from .89 to .91, and are shown in
Table 8. A preliminary ANOVA indicated that the two raters did not
differ significantly in their rating of skill (F < 1.0), so for further
analyses of the skill ratings the judges' scores were averaged. To
assess the internal consistency of the skill ratings across the 28 role-
play items, a split-half reliability (for odd-even items) was computed.
A Spearman-Brown corrected reliability of .94 was found, suggesting
good internal consistency, and justifying summing scores across items.
Means and standard deviations of the skill ratings, for all
TABLE 8
Mean Interrater Reliability Within
Categories Pearson r
I.
. 822
II.
.814
III.
.805
IV.
.828
V.
.802
VI.
.828
VII.
.817
Total
Categories
Spearman-Brown
(Cronbach alpha )
.902
.897
.892
.906
.890
.906
.899
.899
categories, are shown in Table 9 A reo^t.HPeated-measures ANOVA, with
independent variabie, ravealed significant^ ^^ (p _ g &
E < -01), categories (F . 9.0, j < .„!), and their interaction „ . , ^
E < .00 on the !km rating as shoun in Tabu ,„ ^^ ^
'
P«t the signified ^teraction effect, post-hoc analyses „,„
on the means across the three groups on aU seven categor.es, and on the
-an of ratings across all categories. The three groups did not differ
significantly on Categories I and III
. On Categories II, IV, V, VI,
and VII, and on the mean of the skil! ratings across category the
normal group was rated significantly more skillful than the two
psychiatric groups, who did not differ significantly from each other
on any of these measures. These results are also shown in Figure 1.
Analyses of the categorical ratings of subjects as "overly pas-
sive," or "overly aggressive," on the negative assertion items (Cate-
gories I, II, and III) were made with a Chi-sqnared test, to discern .
whether there were differences in the kinds of responses made which
were rated as less skillful. These data are shown in Table 11.
A Chi-squared of 19.35 (df = 4) across the entrre table was sig-
nificant (g < .001). An additional analysis of only depressed and
nondepressed patients' aggressive and passive responses (a 2 x 2 table)
resulted in a significant Chi-squared of 4.06 (df = 1
, p < .05). Thus,
depressed and nondepressed psychiatric patients showed opposite patterns
of difficulty with the negative assertion items. Depressives were most
likely to respond overly passively, while psychiatric controls were much
more likely to be overly aggressive.
TABLE 9
Categories
II
III.
IV.
V.
VI
VII
Total
Means and Standard Deviations, Skill Ratings
2.80
(.51)
2.89
(.40)
Depressed
(n = 10)
Psychiatric Cant™}
(n = 10)
Normal
(n = 10)
3. 16
(.54)
3. 10
(.37)
3.63
(.59)
2.38
(.83)
2.30
(.64)
3.29
(.81)
3.00
(.36)
2.90
(.42)
3.16
(.61)
2.71
(.64)
2.88
(.66)
3.91
(.67)
2.88
(.58)
3.04
(.68)
4.00
(.68)
2.81
(.77)
3.00
(.57)
3.78
(.68)
2.66
(.54)
2.99
(.55)
3.65
(.48)
3.63
(.54)
TABLE 10
Repeated Measures ANOVA Table, Skill Ratings
Source of Variance Hf mx d M^L^uares FJRatio
Between Groups (D) 2 . 14.599
S/D
27. 1.663
DC 12
-
.416
S/D/C 162 .
. 166
F Prob
8
-78
.005
Categories (C) 6 .
, ^ g gg
.001
2 - 51
.005
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Fig. 1. Judges' Ratings and Self-Ratings of Social Skills

TABLE 11
Contl„8e„cy T.ble, Categorlcal RaU„gs q£ ^
Depressed
Psychiatric
Control
No rma
1
Aggressive
21
27
10
Passive
27
14.5
12
Neither
72
78.5
98
Figures are the sum of occurrences across i-h« iodivided by 2 to correct for S"ple "ters ^ ^ raterS
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^£pneJlL^^. Repeated-measures analyses of variance, similar
ratings of latency, length in seconds, length in words, and rate of
speech. Interrater reliabilities for these measures were made on two
random occasions for each rating, and Pearson product-moment correla-
tions ranged from
.92 to
.94 on latency,
.93 to .98 on length in
seconds, and from
.93 to .98 on length in words. Repeated-measures
ANOVAs on all four measures produced no significant results for groups,
or interaction of groups and categories, but significant main effects
for categories were found for each variable. Results for latency are
shown in Tables 12 and 13,
3
results for length in seconds are shown in
Tables 14 and 15, results for length in words are shown in Tables 16 and
17, and results for rate of speech are shown in Tables 18 and 19. The
main effect for categories was not of interest in the present study
because it simply indicated that some categories of behavior were
related to longer latency or length of response. Thus, no additional
post-hoc analyses were made of these data.
Self-ratings. One way ANOVAs were computed on the four rating scales
subjects completed immediately after the role-play test. Means and
standard deviations of these ratings are shown in Table 20, and ANOVAs
are shown in Tables 21, 22, 23, and 24. On the rating of realism, no
significant differences between the groups were apparent, and mean
ratings were rather high for all three groups. Thus, subjects in all
three groups rated the role-play situations as highly realistic. On
the self-rating of performance on the role-play, no significant
TABLE 12
Means and Standard Deviations, Latency of Response
Categories Depressed
(n = 10)
l
- 2.28
(3.09)
n
- 3.28
(3.80)
"I. 2. 48
(4.36)
IV. 1.13
(.67)
V. 1.25
(.66)
VI. 1.70
(1.84)
VII. 1.15
(1.58)
Psychiatric Control
(n = 10)
Normal
(n = 10)
.90
(.57)
1.38
(2.55)
2.08
(1.25)
1.45
(.60)
.60
(.49)
.63
(.38)
.53
(.36)
.55
(.73)
1. 10
(.67)
.60
(.72)
1.70
(1.46)
1.05
(.90)
.93
(.68)
.70
(.61)
Total 1.89
(1.89)
1. 12
(.65)
.91
(.84)
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TABLE 13
Repeated Measures ANOVA Table, Latency of Response
Source of Variance df c2£H « Mean Square s F_Ratio
Between Groups (D) 2 . i 8 . 86l
S/D 07
' 11 10.952
Categories (C) 6 . 7 . 906 4>52
F Prob
1-72
.20
DC
S/D/C 162 1.749
.005
12
- 1-735
.99
. 46
TABLE 14
Means and Standard Deviat ions, Length of Response in Seconds
Categories Depressed
(n = 10)
Psychiatric Cnnf™]
(n = 10)
Normal
(n = 10)
I.
T T
1 I .
T T T111.
IV.
9.98
(5.64)
9.78
(7.24)
7.98
(4.08)
5.90
(3.45)
12.43
(10.71)
11.63
(10.94)
12.33
(11.26)
8. 18
(8.52)
11.03
(3.92)
14.15
(9.69)
10.55
(4.52)
7.55
(3.81)
V. 4 85
(3.64)
7.65
(9.04)
6.45
(4.26)
VI. 7 Aft
(5.28)
11.33
(9.81)
9.50
(5.08)
VII. 7.65
(3.50)
12.90
(17.01)
8.90
(3.88)
Total 8.50
(4.90)
12.09
(12.08)
10.81
(5.03)
TABLE 15
Repeated Measures ANOVA Table, Length of Response in Seconds
Source of Variance df Mean Snnaroc F Ratio F Prob
Between Groups (D) 2. 190.678
.52
.60
S/D 27. 370.208
Categories (C) 6. 121.462 13.68
.001
DC 12. 11.058 1.25
.26
S/D/C 162. 8.877
TABLE 16
neans and Standard Deviat ions, Length of Response in Words
Categories Depressed
(n = 10)
Psychiatric Control
(n = 10)
No rma
1
(n = 10)
T
x . 28.83
(14.41)
35.68
(22.80)
36.86
(12.52)
T TX X . 26.20
(17.48)
28.33
(22.66)
41.10
(25.08)
T T TXXX. 20.53
(8.10)
30.00
(22.94)
29.65
(11.27)
XV. 15
. 73
(10. 18)
19.45
(16.14)
22.08
(10.83)
V. 10.95
(8.11)
16 . 48
(16.49)
1 7 . 65
(11.59)
VI.
(17.36)
27
.
65
(20.07)
31. 13
(18.92)
VII. 19.95
(7.19)
29.28
(22.56)
29.38
(9.59)
Total 20.94
(9.83)
26.69
(19.92)
29.69
(12.82)
TABLE 17
Repeated Measures ANOVA Table, Length of Response in Words
Source of Variance df Mean_Souares FjRatio
Between Groups (D) 2 . 1383.209
. 90
S/D 27. 1534.886
Categories (C) 6
. 1332.182 21.52
. 00 1
DC 12
- 62.987 1.02
S/D/C 162 . 61.903
F Prob
.
.42
.44
TABLE 18
Means and Standard Deviations, Words per Second of Responses
Categories Depressed
(n = 10)
PsVChi a t ri <~ C r^r^t- n'--'j «-
u
j. u l x <_ Lontro 1
(n = 10)
Normal
(n = 10)
I. 3.00
(.52)
3. 17
(.48)
3.41
(.50)
II. 2.81
(.61)
2 . 66
(.42)
3.09
(.59)
III. 2.76
(.65)
2 S9
(.30)
2.88
(.36)
IV. 2.63 2.61
(.46)
3.00
(.57)
V. 2.23
(.61)
2.34
(.57)
2.77
(.43)
VI. 3.92
(.91)
2.62
(.59)
3.24
(.86)
VII. 2.75 3.00 3.57
(.55) (.84) (.84)
Total 2.63 2.46 2.81
(.66) (.34) (.33)
TABLE 19
Repeated Measures ANOVA Table, Words per Second of Response
^I^l^ri^ df M^So^ares F_Ratio
Between Groups (D) 2. 3 241
1.686
2-583 2.73
.01
12.
.862
.946
S/D 27
Categories (C) 6,
DC
S/D/C 162
F Prop
1-92
.17
•91
.54
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TABLE 20
Means and Standard Deviations, Post Role Play Ratings
Realism
Self-evaluation,
role play performance
Self-evaluation,
recent behavior
Self-evaluation,
optimal behavior
Depressed
(n=10)
4.30
(.67)
3.00
(.82)
2.00
(.94)
3.20
(.92)
Psychiatric Control
~Tn^T0)
4.00
(1.41)
3.20
(.63)
3.20
(1.14)
4.20
(1.03)
Normal
(n=10)
4.70
(.48)
3.60
(.52)
3.80
(.79)
4.20
(.79)
TABLE 21
ANOVA Table, Realism Ratings
Source of Variance df Mo* c
— Si Mean Squares F Ratio
Between Groups 2 1 oqoo1.2333 i.38
Within Groups 27.
.8963
TABLE 22
ANOVA Tabie, Self Evaluations of Role Pl ay Performance
^^0~e « aean^uares FJatio
, Prob ,
Between Groups 2 .
.,333 2 ^ ^
Within Groups 27.
.4444
101
TABLE 23
ANOVA Table, Self Evaluation of Recent Behavior
^IS^LJl^iince df Me^n^uares F_Ratio
Between Groups 2 . 8.4000 9 . 000
Within Groups 27. 9333
F Prob
.001
TABLE 24
ANOVA Table, Self Evaluation of Optical Behavior
Between Groups ? «oo3,3333 3.95
.031
Within Groups 27.
.8444
differ was apparent. This lack of ^ ^ ^ ^^ ^
a 'Wdesty effect," the fact that no sheets, includ.ng the normals
rated themselves at the highest level on this .ten, On the subjects'
evaluation of their actual recent behav.or, a significant effect
« = i.00, E < .00!) was found. Post-hoc analysis found the depressed
group significantly lower on this self-rating than the other two groups
which did not differ Significantly from each othr. On the self-rat.ng
of opt imal level of functioning over the past year, a s.gnificant
effect (F
- 3.95, E < .05) was found, but post-hoc analyses discerned
no significant differences between the three groups.
On all three self-evaluation ratings, results were in the pre-
dicted direction, with depressed subjects rating themselves lower than
the other groups, and the normals rating themselves highest, but the
results were not always statistically significant.
Correlational analyses
. Correlational analyses were carried out to
further illuminate the relationship of self-ratings, component ratings,
and control variables to the dependent measure of greatest interest in
the study, overall rating of social skill. Correlations of the self-
evaluations, with raters' overall skill ratings, are shown in Table 25.
Self-ratings of performance on the role-play and of actual performance
in real life were significantly correlated with judges' external ratings
of social skill. Also of interest, in evaluating the validity of the
role-play ratings, is the .58 correlation between subjects* ratings of
their performance on the role-play items, and their ratings of their
actual recent behavior. These results indicate that subjects viewed
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TABLE 25
Interrelations of Self-ratings, Judges' Overall
Skill Ratings
1) Self-rating,
role play performance
2) Self-rating,
recent behavior
.580***
3) Self-rating,
optimal behavior
.350* 455**
4) Judges' overall skill
ratin8 -336* .366*
.170
One-tailed significance levels
*£ < .05
**p_ < .01
***£ < .001
their parlance on the role-piays as . valld o£^^
life perforce, and tend to support the validity of judges' ratings
of the role-plays.
The relationship of components, and ratings of skill, „as als0
investigated by correlational analyses (see Table 26). High skill
ratings were significantly negatively related to latency, and posi-
tively related to length of response in both seconds and number of
words, exponents appeared to contribute to, but not define effective
responding.
Correlational analyses were also made to rule out the contribution
of extraneous variables to social skill performance. The correlations
are shown in Table 27. Age was not significantly correlated with the
skill ratings, which minimizes concern over the small age differences
in groups, at a statistically nonsignificant level, apparent in Table 2.
However, both educational attainment and Shipley scores were signifi-
cantly, and highly, correlated with skill ratings. To assess whether
these strong correlations might have affected the result reported above
of group differences on many of the skill measures, analyses of covari-
ance were computed for each of the seven categories of behavior and the
mean of the ratings across categories, with separate analyses for edu-
cation and Shipley scores. For each category, and with each covariate,
significant covariate effects were found. In addition, the results
reported above, of significant effects due to diagnostic group for
Categories II, IV, V, VI, and VII, and overall mean ratings, were
replicated for each covariate. The lack of a significant difference
between groups on Categories I and III was also found for each
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TABLE 26
Interrelations of Component Ratings, Judges' Overall
Skill Ratings
J- SL 3. 4,
1) Latency in seconds
2) Length in seconds
-.156
3) Length in words
-.275
.955***
4) Words per second
-.40*
-.49** - 32
5) SkiU
-.461**
.321*
.528***
.135
One-tailed significance levels
*p_ < .05
**£ < .01
***£ < .001
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TABLE 27
Interrelations of Background Variables, Judges' Overall
Skill Ratings
1^
1) Age in years
2) Education in years
.203
3) Shipley
-.001
4) Skill
2.
.
626***
130
.521** 560*
Two-tailed significance levels
*£ < .05
**£ < .01
***£ < .001
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covariate. These results, together with the fact that the groups were
intially approximately equated on education and Shipley scores, suggest
that the findings of group differences on level of social skill were not
confounded by levels of education or Shipley scores.
Estimation of the magnitude of effects was also provided through
these analyses of covariance. The multiple R2, computed for the analy _
ses of covariance of overall skill with education and Shipley scores,
were
.55 and
.56, respectively. Thus, over half of the total variance
on judges' ratings of social skill could be accounted for through the
variables of either education or Shipley score, and subjects' group
membership. Since the R* for education and Shipley scores alone, based
on their Pearson product-moment correlations with overall skill, were
.27 and .31 respectively, about an additional 25% of the total variance
could be accounted for by subjects' group membership.
and
as
CHAPTER VII
DISCUSSION
The results of the present study strongly suggest that social
skills deficits are characteristic of severe psychopathology in
general, and not merely depression in particular. Both depressed
nondepressed psychiatric control patients consistently were rated
less skillful than normals over five categories of behavior, Uprising
a broad variety of social situations. In no case did the psychiatric
control and depressed patients differ significantly from each other on
level of skill as rated by the role-plays.
The results appear to be of a magnitude that is clinically, as
well as statistically, significant. Diagnostic groupings accounted for
about 25% of the variance on total level of social skill. The inclusion
of either educational attainment, or vocabulary, as a second variable
accounted for about 25% in additional variance.
As noted in the literature review, previous studies reporting
lower levels of social skill in depressed subjects as compared to
psychiatric controls have suffered from methodological problems, such
as failing to analyze psychiatric control subjects separately from
normal controls (Libet, Lewinsohn, and Javorek, 1973), or by comparing
depressives to psychiatric controls who were not demonstrated to
actually suffer any psychological distress or impairment (Youngren and
Lewinsohn, 1980; Lewinsohn, Mischel, Chaplin, and Barton, 1980). The
current study is the only project known to have compared clinically
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depressed patients with cUnicaUy impaired psychiatric co„t rol patlents
and normals on social skills measures.
The results of the present study are consistent with those of Cur-
ran, Miller, Zwick, Monti, and Stout (1980) who found that social skills
deficits ranged across a broad variety of diagnostic categories. They
also are compatible with these prior results, in that patients' prob-
lems in social skills appear to commonly include overaggressiveness
,
as well as problems with passivity and overcompliance
.
Because of the instructional set subjects were given, to make the
"best response they were capable of," the differences found in the
current study also appear to be more readily interpreted as reflecting
actual skill, as opposed to performance deficits, than are results of
past research. Many past studies have either involved observation of
subjects' actual performance, or asked subjects to report on their
typical responses.
The finding of the greatest differences between the two patient
groups and normals on items measuring positive social skills-giving
and receiving compliments, introducing oneself, and initiating social
activity-is somewhat consistent with the findings of Youngren and
Lewinsohn (1980). These researchers found that depressives reported
consistently lower levels of positive social interaction than controls,
while such differences were not apparent in such areas as negative
assertion and conflict. However, their study measured actual levels
of these behaviors in recent lives, while the present study assessed
level of competence in such interactions. Their study also reported
these low levels of positive social interaction as uniquely character-
Ill
istic of depressives, while both patient erouns in *-hL g p the present study
had these lower levels.
The finding of a lack of differences between the groups on several
of the negative assertion categories suggests that treatment programs
emphasizing helping patients to engage in successful positive inter-
action is likely to be more effective than programs emphasizing negative
assertion skills, i.e., how to refuse requests. At an anecdotal level,
it appeared that a nu.ber of the normal women had greatest difficulty
'
with the negative assertion items. When interviewed after the study,
they tended to minimize the importance of these behaviors. Many of
these women appeared to be quite interpersonally effective and psychol-
ogically healthy. Most reported successful lives as wives, parents,
and workers, and many were working as volunteers in a hospital
' during
some of their spare time. Clinicians, who may fail to appreciate the
base rates in the general population of assertiveness difficulties,
may incorrectly attribute patients' depression to a "deficit" common
to many normal, unimpaired women.
The skills in positive assertion, and initiating social contact,
which both patient groups were deficient in appears to be important in
reciprocally rewarding interchanges. Gracefully giving and receiving
compliments is probably more rewarding to others than reactions of
apathy, jealousy, and self-criticism in these situations. Failure to
demonstrate interest in others, and to make oneself interesting, in
interactions such as introductions and initiating social activities is
also probably minimally rewarding to others. Poor skills in these
areas may lead to decreased levels of these positive interactions with
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others, and may contribute to rejection by others.
One finding does point to a difference between depressed and non-
depressed patients in some aspects of social skills. While depressed
and nondepressed patients did not differ fro, each other in their rating
by judges of level of social skill, they appeared to have different
kinds of problems with their responses. In negative assertion situa-
tions, depressed patients were somewhat more likely to be overly passive
than overly aggressive in their responses. In contrast, nondepressed
psychiatric control patients were much more likely to be overly aggres-
sive than overly passive. Thus, while both groups may have similar
levels of impairment, these are expressed in rather different styles.
Depressives might be likely to be treated unjustly by others, and to
feel unexpressed resentment. This is somewhat similar to some of the
psychodynamic descriptions of depression discussed above, as well as
behavioral observations of depressives as passive and unassertive.
Nondepressed patients may provoke unnecessary conflict with others
because of an overtly hostile, aggressive interpersonal style. While
each group may be said to have problems in social skills, each would
require very different forms of therapy or skills training.
Anecdotally, there were patients in each patient group who appeared
rather passive and overcompliant
, and others in both groups who were
hostile and sarcastic during the role-plays and interviews. The author
speculates that both depressed and nondepressed psychiatric patients
in the current sample might have been rejected by others after inter-
personal interaction, as Coyne and Hammen have reported in particular
for depressives. Coyne's study is the only project to date which has
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decanted interpersonal reactions to depression which actually used
Patients as interactional stimuli. Coyne's patients were outpatients
and were divided into depressed and nondepressed groups only on the
basis of scores on a depression inventory. It is speculated that^
depressed and nondepressed patients of greater severity, interpersonal
rejection would cut across diagnostic category.
Data suggest that subjects perceived the role play test as highly
realistic, and a good approximation of their actual behavior. In
particular, a
.58 correlation of subjects' ratings of their role-play
interactions, and their actual recent behavior, supports this conten-
tion. Significant positive correlations between judges' ratings of
skill, and subjects' self-ratings, also suggest that ratings were
related to subjects* actual behavior.
A major unexpected finding of the study was the strong relation-
ship between educational attainment, verbal intelligence, and judges-
ratings of social skill. The author has found no previous studies
which have correlated social skills measures with education or intelli-
gence. Analyses of covariance indicated that this relationship did not
confound the results of the current study. However, such a strong
potential contaminant of social skills research must be carefully
attended to in further research. It is critical that future studies
in this area guard against spurious findings of group differences in
social skills which may relate only to minor differences in education
and vocabulary. Groups should be carefully equated on these variables,
and such effects closely examined.
Several characteristics of the current study may have heightened
this finding. First, the subjects varied widely in age and education>
and thus varied greatly from past studies of social skill, focusing on
homogeneous samples of college students. In student samples, there
may be an insufficient range of levels of educational attainment and
intelligence to adequately assess this question.
The use of audiotaped role-play stimuli, and only auditory encoding
of subjects' responses, may also have contributed to this finding. The
finding may have been less strong if role-plays had been carried out
with live actors, and responses videotaped, so that subjects could have
utilized nonverbal communication to a greater extent. This would be a
worthy topic of further research.
This finding may relate to past results indicating social class
biases in psychiatric diagnoses and treatment (e.g., Hollingshead and
Redlich, 1958). Raters in the present study were middle class college
students, and may have shown biases toward responses acceptable among
well educated, middle class groups.
Another alternative is that level of socal skill may be actually
related to intellectual competence, and/or access to experiences such
as education in which interpersonal skills can be learned. Whatever
the explanation, it appears important that in future efforts to train
social skills, therapists consider linking the criteria for success to
variables such as social class, educational attainment, and intelli-
gence. Social skills criteria developed on college educated samples
may not be appropriate for groups with wide variation in background.
An additional finding of interest was that depressed patients
showed no unique pattern of deficits on the component measures of
did
latency, length of response, and rate of speech. These
.easures
not differ significantly between the three groups. There appeared to
be large individual differences within groups which worked against
finding statistical significance with a small sample. The lack of
differences between groups on components may also be due in part to the
fact that few components were systematically studied. The investigator
was mainly interested in looking for skills differences. It is possible
that a more sophisticated analysis of component behaviors would find
reliable characteristic patterns of components among depresses. How-
ever, from repeated observation while administering and listening to
the role-plays, it appears to the author that there is no single
distinct pattern characteristic even of the relatively well-defined,
homogeneous group of depressives. Large individual differences appeared
to generate many patterns of components among the depressed patients.
For example, some were "retarded," with long latencies and soft voices,
while others were either anxious or abrasive, and responded loudly and
quickly.
One finding did appear to be unique to depressives in the current
study, as consistent with past research. Although depressives did not
differ significantly from psychiatric controls on objective external
ratings of social skill, their patterns of self-ratings were quite
different. Depressives consistently rated their behavior, in the role-
play and real-life settings, lower than the psychiatric controls. In
particular, depressives' ratings of actual recent behavior was signifi-
cantly lower than the psychiatric controls' ratings, and were extremely
low on an absolute level (averaging 2.0 on a 5 point scale). Other
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self- ratin8 s were consistently lower among depresses than among the
other two groups, but did not achieve statistical significance.
It is not clearly discernible from the present results whether
the higher ratings of psychiatric controls, and lower ratings of depres-
ses, as compared to their external ratings, reflect a "self-serv.ng
bias" of psychiatric controls, versus a "negative cognitive distortion"
among depresses. For all subjects, ratings of performance on the
role-play test corresponded well with the judgements of raters. How-
ever, both the normals and psychiatric controls rated their actual
recent behavior as close to their role-played responses, but their
optimal behavior well above their role-played behavior. Depressives
tended to rate their optimal behavior as much closer to their role-play
performance, and their actual recent behavior as much lower. It is
possible that both distortions occurred, with depressed subjects
tending to devalue their performance, and nondepressed patients defen-
sively overrating their actual levels of behavior.
What is needed to resolve this question is longitudinal research,
with both self-evaluations and external ratings, on depressed and psy-
chiatric control patients. The present results point out the complica-
tion of attempting to sort out self-evaluation, social performance, and
social skill.
One explanation for the lack of statistically significant differ-
ences between the groups on two of the self-ratings, despite differ-
ences which appear different on inspection, is a methodological weakness
in the present study's self-ratings. Kern and MacDonald (1980) have
shown that global self-ratings are not as reliable as ratings by self
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or other summed over several items or sxtuations. With the small
number of subjects in the current studv olnh iy, global ratings probably pro-
dnced excessive error variance. A better method of measoring ,.lf.
evaiuation „„uld have been t0 ask ^ ^^
« a number of specie situation, and to s™ these ratings across
situations
Several cautions in generalizing from the results of the present
study should be noted. Subjects in the patient groups were inpatients,
with severe problems, and thus the current results may not be appli-
cable to less severely disturbed patients, i.e., mild depressions.
Hospitalized patients were also tested after many had experienced
severe recent distress. While efforts were made to maximize patients'
performance, through instructional set, and by testing patients near
their discharge dates when posible, it is possible that their acute
distress decreased role-play performance. Thus, it cannot be stated
with certainty that skills deficits predated hospitalization, or that
the current findings are purely indicative of skills deficits. The
only method of conclusively demonstrating that depression and other
psychological disorders are related to a low premorbid level of social
skill, which predispose to disorder, would be through prospective,
longitudinal research.
The generalizability of results from the role-play method used in
the present study is also an important question. Subjects did rate the
scenes as highly realistic, and correlations of self-ratings and judges'
ratings also supported the validity of the role-plays. However, the
role-play task is highly verbal, and the brief response format used
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differs from the extended interactions in typical social situations.
The problem for researchers in this area is that there is no other
method known to the author which allows the researcher to make the
skill-performance distinction. There is no "gold standard" to compare
skill ratings with, other than performance measures. As noted above,
performance measures based on naturalistic observation, which are often
cited as the criteria for judging the validity of role-play performance,
are also beset with methodological, ethical, and conceptual problems.
The results of the present study are related to three broader
concerns over broader issues in research on depression, and the study
of social skills. Issues are similar for other disorders besides
depression, but problems in depression research will be emphasized.
One major dilemma is the extent to which psychological variables,
such as self-evaluation and level of social skill, predate the onset of
definable depression, versus the extent to which such psychological
variables are consequences of disorders. Thus, do depressed patients
have poor premorbid social skills, and/or self-critical cognitive
styles, which increase their vulnerability to breakdown, or are poor
social skills and negative self-evaluation epiphenomena resulting from
depression? While this is a fundamental question, it is a difficult
one to address. Longitudinal research is essential in addressing such
problems. One design, used by Weissman and Paykel (1974), involves
following patients from their acute disorder into the future as their
depression improves. However, since such patients are likely to receive
treatments affecting psychological variables, if psychological deficits
disappear over time it cannot necessarily be attributed to original
lack of deficit. One variant of this desig„ might be to study ,^
who were only receivrng somatic treatmentSi ^ ^
cations. However, patients who respond positively to such medications
may not be a random subgroup of depressive* as a whole, and would
probably be those with higher levels of premorbid adjustment, and
greater involvement of biological factors in the etiologies of their
depressions.
Prospective longitudinal research would be ideal in evaluating
whether skxlls deficits, or other psychological problems, predate the
onset of major depressions. However, ths strategy is quite expensive,
and generally involves identification of "high risk" groups so that a
high percentage of "cases" of depression are found in the sample. How-
ever, subjects chosen as at high risk for depression, either on biol-
ogical grounds, or because of exposure to high levels of certain life
stressors, may be atypical of the general population of people who
develop depression.
Despite these concerns, longitudinal research on psychological
variables as predisposers to depression is essential. Such findings
are of interest not only in developing sophisticated theory, but would
also provide useful information for preventative efforts. Without such
data, it appears likely that a purely biochemical and genetic explana-
tion for the development of depression may achieve increasing predomi-
nance. Role-play tests may be a useful method to be included in such
research.
A second area of general concern is in our understanding of the
nature of social skills. There is actually very little data available
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about «ri.bl.. besides social
.kiU. which affect social performance
Some of the research cited above has suggested that variables such as
anxiety, negative self-statements, aud acute depression affect social
perforce. In the present study, it was found that educatronal
attaint and verbal intelligence were also strongly related to social
skill
Another broad area of variables likely to affect social perform-
ance, independent of level of social skills, is social motivaUon, or
people's interpers onal goals. ln the study reported above, the goals
of the role-play situations were clearly specified, to avoid subjects-
having varying, idiosyncratic goals for each situation. Many patients,
after their participation in the role-play test, noted that their
typical responses to everyday situations would be much less tactful
than their responses to the tape, under instruction to give their "best
response." When asked why their typical response might differ from the
"best response" asked for in the study, some patients cited interper-
sonal goals which differ greatly from the socially acceptable goals
often assumed by behavioral clinicians. Many patients, who demonstrated
an ability to deliver appropriate assertive responses, or kind compli-
ments, noted that they might actually be more aggressive, to stay in
control; or angry, to put down their spouse; or sarcastic, to belittle
the accomplishment of another. Jealousy at another's good fortune was
another reaction apparent. Thus, for these individuals, social skills
training would seem irrelevant.
One concept which may be of value in viewing social motivation is
Alfred Adler's idea of social interest . Social interest is the extent
to which an individual's Ufa goals are defined by cooperation, and
sincere concern for one's fellows. Empathy, and contribution to
society, is valued by the person with high levels of social interest.
At the other end of the continue is the individual with the life goal
of personal superiority.
In interviewing subjects after the role-playing task, it was
rentable how often interpersonal goals were described by the patients
which were indicative of striving for personal superiority. A concern -
with avoiding feeling dominated or controlled by others was one theme
mentioned by a number of patients. Indifference and jealousy toward
others while giving compliments was another qualitative aspect of the
patient groups* responses—an overconcern with self.
Adler noted that "melancholies" and other patients were often
lacking in social interest, and described a treatment strategy aimed
at dealing with this problem which shows an interesting parallel with
the current findings emphasizing positive social skills, and the quality
of self-absorption noted by the author among the patient groups. In an
interesting twist on Lewinsohn's treatment strategy of increasing
depressives' level of pleasurable activity, Adler urged his patients to
think about what they could do to bring pleasure to others
. This was
especially advised as an approach when patients were excessively worried
about their problems, as a means of focusing their attention outward.
A final problem, for further development of theories of depression,
is the lack of specificity of results to depression found in the current
study. Social skills problems may be as common in nondepressed patients
as in depressives, when groups are similar in severity of disorder.
areas
This problem of lack of specificity is also apparent in other
of depression research. For example, helplessness, or lack of perceived
control, has been hypothesized to be an i.portant contributor to the
develops and maintenance of depression (Seligman, 1975). As reviewed
by Phares ( 19 76), lack of contingency between outcome and response has
also been suggested to contribute to many other problems, such as
sociopathy, anxiety, and schizophrenia. Other variables, such as social
support, are not only specifically related to depression, but appear to
be related to health problems as well (Cobb, 1976).
Akiskal and McKinney (1973) have developed a unifying approach to
depression, in which many variables (such as biological predisposition
and low levels of reinforcement) lead to a common biochemical pathway
which then results in depression. Zubin and Spring (1977) have also
advanced a unifying theory of schizophrenia, noting variables affecting
"vulnerability" to schizophrenia.
The results of the current study suggest that one class of vari-
ables, such as poor social skills, may predispose people to a large
number of disorders. Perhaps other variables will be found which pre-
dispose specifically to a single disorder, such as depression. Good
theory will include specification of which kinds of variables predis-
pose to which kinds of disorders, and also which variables predispose
to disorder in general.
FOOTNOTES
1
It should be noted that most patients were receding psychotropic
medications, and that these medications varied by gronp, depending on
patients' diagnoses. Thus, it was impossible to eliminate the possi-
bility that medications affected patients' performance in the study.
However, it would be expected that any such medications effects would
tend to imErove patients' performance, and thus work against the
hypotheses presented.
2
The psychiatric control group's mean score on the BDI is above
the level often used in depression research involving subclinical popu-
lations to identify "depressed" subjects. This may seem to raise the
question of whether the psychiatric control subjects are merely a
"mildly depressed" group. However, analysis of the individual items
marked by the psychiatric controls leads to a rejection of this explana-
tion. None of the psychiatric control subjects reported any sadness on
the first item of the BDI. Reports of feelings of pessimism and failure
appeared to be appropriate for subjects on a psychiatric unit. Other
items often logically fit subjects" situations, other than depression
(i.e., anorexics noting loss of appetite and weight loss, and patients
who had recently attempted suicide marking items about suicide). The
meaning of elevated scores on the BDI is probably quite different for
these psychiatric patients than for other samples.
A few subjects in the depressed group also had lower BDI scores,
due to the fact that they had responded well to the hospital mileau
123
or antidepressant medication.
This question was further pursued by dividing each of the groups
at their median scores on the BDI, and sparing the nigh and lo„
No significant difference was found. Thus, high BDI scorers in the
two clinrcal groups did not differ from each other in leva! of socral
skill. In addition, a nonsignificant correlation of only
.079 was
found
-between BDI scores and overall skill, amo„g the 20 subjects in
the two patients groups.
3
Due to heterogeneity of variance, and the skew in the data due to
a floor effect, data on latency of response were also analyzed after a
transformation of Y = Natural i fto fv +
1
w ™± log (Y 1), as suggested in Myers (1972)
This transformation appeared to appropriately eliminate the problems
noted, but the repeated measures ANOVA was still not significant for
either groups, or interaction of groups and categories, on the trans-
formed latency measure.
The analysis of this data was undertaken because of the obvious
heterogeneity of variance and skew in the latency data. The analysis
of variance is actually quite robust in the case of violations of the
assumption of heterogeneity of variance (Myers, 1972), and thus lesser
violations of this assumption are of minimal importance.
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APPENDIX A
Classification Procedure Used in Lewinsohn's Research
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APPENDIX B
DMS-III. Diagnostic Criteria for Major Depressive Episode
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Dysphorxc mood or loss of interest or pleasure in 11all usual activities and pastimes Th ? 311 ° r almost
terized by symptoms such as tne folW dySp*° ric mood « charac-hopeless, low, down in the d^s ° ZT^ b1"'must be prominent and relatively persistent* h ? m00d dlsturbancethe most dominant symptom, and does notTnUuT ^ necess^Vfrom one dysphoric mood to another dvtnh" momentary shiftsto depression to anger such as are 7 P m°°d ' e *8" anxiety
chotic turmoil. (/or kutel^lTJlT, VslT °' P 'y"to be inferred from a persistently ^"icS^SS T "™
(2) insomnia or h^erLmnxa °
CXpeCted Weight^
C3)
?eenr
t
of
r
^'ff " ret3rdati0n ^ not merely subjective
u'nderlL^h^Ic
1
:-:-:;;
° f b6in8 Sl °Wed *"> <*» children"^
(4) loss of interest or pleasure in usual activities, or decreasein sexual drive not limited to a period when delusional orhallucinating ( in children under six, signs of apathy)(5) loss of energy; fatigue P y;
(6) feelings of worthlessness
, self-reproach, or excessive orinappropriate guilt (either may be delusional)
^plaints or evidence of diminished ability to think or con-centrate such as slowed thinking, or indecisiveness not
associated with marked loosening of associations or incoherence(8) recurrent thoughts of death, suicidal ideation, wishes tobe dead, or suicide attempt
Neither of the following dominate the clinical picture when an
affective syndrome is absent (i.e., symptoms in criteria A and B
above)
:
(1) preoccupation with a mood-incongruent delusion or hallucina-
tion (see definition below)
(2) bizarre behavior
Not superimposed on either Schizophrenia, Schisophreniform Dis-
order, or a Paranoid Disorder.
Not due to any Organic Mental Disorder or Uncomplicated Bereave-
ment
.
APPENDIX C
Multidimensional Role Play Assessment
(Categories are shown in
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parentheses)
say you have checked out In fact vou III '^ " °VerdUe book theV
several months, and did not check out th^ h ^
be<m t0 the Ubri"7 f° r
rarian says, "iur record^d/r^,, ^ I °t ln I"""0"- The lib-
»eeks ago! and it "overdue tlcn a ^fl™.^ ^ ^ °Ut ^
must have been someone else "
Ubrary ln months
-
Ic
so
he
y0u L
e
;
r^8 Lt> and u iooks very nice
- *»— L
f
^:;^en^- her
,
Practice #2
:
As you arrive at work one morning you notice a womanemployee pulling into the parking space that is assigned to yau Youreally cannot afford to be late this morning, so you need to use vlur
Practice #3
:
Your boss has been in the hospital recovering from a minor
see him " IT, "
reaUy C°nCerned ab°Ut hlm
'
and
*° t0 the'hospit 1 o
Your boss says, "I really appreciate your stopping by-it was good tosee you." And you say... 5
Practice #4
: You are at a drug store, making a small purchase. The
cashier rings up your bill, and you pay him with a ten dollar billHowever, when he gives you your change he only counts it out to fivedollars. You realize that he has accidentally short-changed you fivedollars, so you want to correct him and get the correct change You
say.
.
.
°
#1_JV): After several months of difficult dieting, you have lost 20
pounds. You run into a friend, and she compliments you on your weight
loss. She says, "Hey, you look great! I can really tell you lost some
weight. " You say. .
.
#2 (VII): A friend of yours has just given you two free tickets to a
concert this evening by one of your favorite musicians. You decide to
ask a woman at work if she would like to go with you. You think that
she likes this musician too, since she has several of his albums. You
run into her at work, and then after some small talk you say...
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don't want to !oan him the car. He says "Hey V"atCh °nthe shop, so I need to borrow yours on .ht ^ }% ' "y iS 10place and take your car tonight, OK? P y°U 0f£ at y°ur
fo^a man" standing 5T& ElE" Z7 ? l^t «friends told you tha t8this ^ " lery inte esTi" 25%°?' !f y°U'have never met him, but would like to S,,!-f! i 8 * f"endly. You
and smiles. Vou walk over to E^?T^.Sfc IT/.T
#5 (IV): Your boss comes back from vantinn u~ u i
?:ss
ds
'Hrf tjP
ook
b
great
-H
You wSt ^^hiVX?
b m "2? ^ ^sk to ask you about some work you're doLHe says, Hey it's hard to get back to work after a month off but \had a great time. How are you doing?" ' fc 1
//6 (VI): You have an appointment at a big conroanv for » iM, -
with Mr. Johnson. As you walk into the olfSTr^^,^
adhere" She looT ^
t°
1
intr°duce and telTheTwhy y ure here. oks up, smxles, and says, "What can I do for you?"
gJBli' You and your husband are beginning to work out a budgetBoth of you work full time, but money is tight. The disucssion turnsto your weekly expenses. You think that about $20 a week is whatyou need to pay for lunch at work, and other personal expenses likecigarettes and magazines. You also believe that $20 a week is 'reason-able, given your income. Your husband says, "I think you can get by on$10 a week-you waste a lot of money anyway." You want to stand up foryourself, so you say.
.
.
*
#8_(II): You and another woman at work have been assigned to worktogether on a job. You have had a lot of experience with this kind ofjob, and you know pretty well what should be done. Your co-worker sug-gests a method of starting that you know from past experience will be
slow and inefficient. You want to disagree with her suggestion, and
propose your own. You say.
.
.
#9 (III): Your next-door neighbor has called you repeatedly to ask you
to take care of her two young children while she goes out with her boy-
friend. She never calls a babysitter, even though you know she could
afford to. You have decided that, although she is a good friend, you
will not allow her to impose on you again. It is now a Friday evening,
and you are settling in for a quiet evening at home. The phone rings.'
It's your neighbor, and she says, "Hi! Listen, Steve and I are going
out tonight. Would you watch the kids for me for a few hours? You're
so good with those kids— they love you."
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#10 (IV): A good friend of yours tells ™„ *». . ,tion at work. You're really hapov forV f She jUSt g0t a P romo "her. She needs the extr^L^d ^tise^hT* t0 C°~^ehear the news? I ius t got nrnLfJ P restl 8 - she says, "Hey, did you
store!"
J 8 promoted to manager of our company's new
#IL_CO: You and a woman friend are stand-ino t-
a movie that has just come out Yon 116 t0 get tickets to
cold for about half an hour and Si v WaiUn8 in Une in the
Two young women walk by and'snea k In ine
" tT" 'i""*8 t0decide you should do something aLut It ll& "^ ° f y°U - Y°Uyou say... n bou i . So you go over to them and
^en ^ing508^:^^?^ 1Llt7^ 5 *« 8°°d^ ^
appeared on your pl5 ^"^^^^^2: £'
money you were promised, so you knock on his office door £ savsCome in. What can I do for you? 7 '
|]3(V): You have worked especially hard on a new project at work andit has been going well. Your boss stops by to compliment you. He aysI ve been wanting to tell you, you've done a tremendous job on thatnew project. You're one of my best employees."
tit
(I
v
) S /° °l d !ri6nd PUUS int° your driveway with a beautiful newcar. you know he has wanted a new car for years, but has done withoutone. It is just the kind of car you would get if you could afford it
12 "r?"
C °n8ratUlate him
-
He "Hey, what do you think of my'
#1-5 (VI) ; A young couple with two small children has just moved innext door to you. You have been living in the same neighborhood forseveral years, and like to know your neighbors. After a few daysyou decide to stop by to introduce yourself. You walk up to theirhome, ring the bell, and the husband opens the door. You say...
#16 (III): A woman at work wants to borrow some money from you She
always seems to be begging small change, and is in debt to a lot ofpeople. You have the money, but don't want to loan it to her. She
says, "Say, I'm going out to lunch this afternoon and I need to borrow
ten dollars. I promise I'll get it back to you by Friday."
#17_£II): You are at a party with friends, and the conversation turns
to an upcoming election. Someone insults your favorite candidate, and
you want to express your disagreement. Your friend is really involved
in the discussion. He says, "I think he's incompetent. This country
would be in ruin in four years if he is elected."
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call her on the phone, and ££%S£ *veri ^outo be doing anything now, and is probably free ?or' the .f?"" 'is a silence and you decide to ask h.. I Z a ternoon. There
say...
y 0 er about coming by for coffee. You
#_JL_LLL>: At a lunch break at work. oeoDle ..if
movies^ Someone criticizes a movie you have just een
8
a„H°
Ut
n""
Vou feel exactly the^^1^1 o^^you
#20 (VI)
: A new woman arrives at work fr.*- h«=.v- c- j
She looks shy and lonely, like She doesn't J k ^
°n the j °b -
ssrjssf aaS'S-'-"" -
h%^LlIrv'lndj^r^
eeD Pr°
ted at W° rk
'
t0 3 P° siton withnigher salary and better working conditions. You are very happv aboutthe change. You run into a friend of yours, and she says! I heardabout your promotion— it sounds great!"
g2lYm: You have recently moved into a new neighborhood. Youdecide to call on some neighbors you have met to invite them over fora barbeque. You decide to call the couple next door first Zl have
b^tt^V TU thjnk ^ W°Uld Pr°bably like t0 8et to know youetter. You phone them, and the husband answers. You make small talk
III l^TT ° r/r°' th6n th6re iS 3 Silence and d-ide to askhim about he and his wife coming by for barbeque. You say.
.
.
#23_(I): A guy at work borrowed ten dollars from you last week Hepromised to repay you the next day, but hasn't done it yet. You walk
over to his desk to ask him for the money. He looks up at you, smiles
and says, "Hi, what's up?"
#24 (VII): You have recently bought a new color TV set and are plan-
ning to watch a special movie on TV tonight. You see you new neighbor
out in his yard, and decide it would be fun to have him over to watch
the movie with you. He lives alone, and you know he has a very small
black and white TV himself. You walk over to him, and say...
#25 (IV): You have spent the evening at a dinner party with a group
of good friends. The woman who gave the party obviously spent a lot
of time preparing the meal, which included four or five tasty dishes.
As you are leaving, the woman giving the party walks you to the door.
You want to compliment her on her excellent dinner, so you say...
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#26JV): Last Friday you and your husband had a oartv r>well. It was probably the best oartv ™„V P Y " U Went P retty
into a neighbor who wL at S2 pIS^ He sa" ^L?™' ^ ^last weekend- the best I've been to for a long' tile " '^ P3rty
^y n^a^r^8nb:ryin0t^ Sftf «her stereo very loudlv The h»« , aP a"m™t above you is playing
room, you have Heave for work ea W tu. 'T^8 thr0Ugh bed "
worried that you won't be able to sleeo with tf
""' rnin8
* ^ y°U ' re
your neighbor to ask her to turn do™ the L reo
n
°s^
-
r? y°U Ph°ne
twice this week you know that, although your bosfwouH prefer Ztyou stay and work, your job will not be in danger if you refuse Soyou want to leave on time tonight. Your boss fays, "Listen some extrawork has just come in. We need yon to stay overtime-th e'o four
APPENDIX D
ck Depression Invento
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ll?llTel\X°ne St3tement in " Ch «"»P th» best describe, the
A.
1. I do not feel sad
2. I feel blue or sad
3. I am blue or sad all the time and I can't snap out of it4. I am so sad or unhappy that it is quite painful
1. I am not particularly pessimistic or discouraged about the futureI. I feel discouraged about the future r
3. I feel I have nothing to look forward to
4. I feel that I won't ever get over my troubles
I feel that the future is hopeless and that things cannot improve
C.
1. I do not feel like a failure
I feel I have failed more than the average person
I feel I have accomplished very little that is worthwhile orthat mpans amrthi nr.e ny g
As I look back on my life all I can see is a lot of failures
1 feel I am a complete failure as a person (parent, husband,
wire )
D.
am not particularly dissatisfied
feel bored most of the time
don't enjoy things the way I used to
don't get satisfaction out of anything any more
am dissatisfied with everything
don't feel particularly guilty
feel bad or unworthy a good part of the time
feel quite guilty
feel bad or unworthy practically all the time now
feel as though I am very bad or worthless
F.
1. I don't feel I am being punished
2. I have a feeling that something bad may happen to me
3. I feel I am being punished or will be punished
4. I feel I deserve to be punished
5. I want to be punished
1. I
2. I
3. I
4. I
5. I
E
.
1. I
2. I
3. I
4. I
5. I
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I don t feel disappointed in myself
1 am disappointed in myself
I don't like myself
I am disgusted with myself
I hate myself
I don't feel I am any worse than anybody else
I am critical of myself for my weaknesses or mistakesI blame myself for my faults
K
I blame myself for everything bad that happens
I
I don't have any thoughts of harming myself
S3 itSS'b.0^^^ but 1 B0Uld not <^ «*
I feel my family would be better off if I were dead
I have definite plans about committing suicide
1 would kill myself if I could
I don't cry any more than usual
I cry more now than I used to
I cry all the time now. I can't stop it
want
e
to
t0
^
3ble t0
^
1 Can,t
"y at aU 6Ven thou8h 1
I am no more irritated now than
I get annoyed or irritated more
I feel irritated all the time
I don't get irritated at all at
me
I ever am
easily than I used to
the things that used to irritate
I have not lost interest in other people
I am less interested in other people now than I used to be
I have lost most of my interest in other people and have
little feeling for them
I have lost all my interest in other people and don't care about
them at all
I make decisions about as well as ever
I try to put off making decisions
I have great difficulty in making decisions
I can't make any decisions at all any more
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2.
3.
4.
N.
1. I don't feel I look any worse than I used to
3 TeeTllll\t
hat 1 3m l0 °king
°
ld or unattractive
4. I feel that I am ugly or repulsive looking
0.
1. I can work about as well as before
It takes extra effort to 2et stari-pH at A n -
3. I don't work as well as /used L ^ SOmething
4. I can't do any work at all
P.
1. I can sleep as well as usual
I lit 2 TThn11^ ir\ the mornin8 than I used to
oaSVsVeep
h°UrS than^ ^ find " hard to get
I wake up early every day and can't get more than 5 hours sleep
Q.
1. I don't get any more tired than usual
2. I get tired more easily than I used to
3. I get tired from doing anything
4. I get too tired to do anything
R.
1. My appetite is no worse than usual
2. My appetite is not as good as it used to be
3. My appetite is much worse now
4. I have no appetite at all any more
S.
1. I haven't lost much weight, if any, lately
2. I have lost more than 5 pounds
3. I have lost more than 10 pounds
4. I have lost more than 15 pounds
T.
1. I am no more concerned about my health than usual
2. I am concerned about aches and pains or upset stomach or
constipation —
3. I am so concerned with how I feel that it's hard to think of
much else
4. I am completely absorbed in what I feel
U.
1. I have not noticed any recent change in my interest in sex
2. I am less interested in sex than I used to be
3. I am much less interested in sex now
4. I have lost interest in sex completely
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APPENDIX E
Shipley Institute of Living Scale
(Vocabulary Test and Abstraction Test)
one word which means the same thin! T Draw a line under the
as thirst word. A S^bfe^ 5SSLf^'don't know, guess Bp qilr(1 , 1Tw1 n . , L ror You - If you
that means 'tnTTIme S^'iTSSt"^? ~^ in e
sample
LARGE rpd . .e kiS silent wet
begin here
(1)
(2)
(3)
(4)
(5)
(6)
(7)
(8)
(9)
(10)
(11)
(12)
(13)
(14)
(15)
(16)
(17)
(18)
(19)
(20)
(21)
(22)
(23)
(24)
(25)
(26)
(27)
(28)
(29)
(30)
(31)
(32)
(33)
(34)
(35)
TALK
PERMIT
PARDON
COUCH
REMEMBER
TUMBLE
HIDEOUS
CORDIAL
EVIDENT
IMPOSTER
MERIT
FASCINATE
INDICATE
IGNORANT
FORTIFY
RENOWN
NARRATE
MASSIVE
HILARITY
SMIRCHED
SQUANDER
CAPTION
FACILITATE
JOCOSE
APPRISE
RUE
DENIZEN
DIVEST
AMULET
INEXORABLE
SERRATED
LISSOM
MOLLIFY
PLAGIARIZE
ORIFICE
draw
allow
forgive
pin
swim
drink
silvery
swift
green
conductor
deserve
welcome
defy
red
submerge
length
yield
bright
laughter
stolen
tease
drum
help
humorous
reduce
eat
senator
dispossess
charm
untidy
dried
moldy
mitigate
appropriate
brush
eat
sew
pound
eraser
recall
dress
tilted
muddy
obvious
officer
distrust
fix
excite
sharp
strengthen
head
buy
large
speed
pointed
belittle
ballast
turn
paltry
strew
lament
inhabitant
intrude
orphan
involatile
notched
loose
direct
intend
hole
speak
cut
divide
sofa
number
fall
young
leafy
sceptical
book
fight
stir
signify
uniformed
vent
fame
associate
speedy
grace
remade
cut
heading
strip
fervid
inform
dominate
fish
rally
dingo
rigid
armed
supple
pertain
revoke
building
sleep
drive
tell
glass
defy
think
dreadful
hearty
afraid
pretender
separate
enchant
bicker
precise
deaden
loyalty
tell
low
malice
soiled
waste
ape
bewilder
plain
delight
cure
atom
pledge
pond
sparse
blunt
convex
abuse
maintain
lute
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(36) QUERULOUS maniacal curious
38 Iw**
°UtCaSt p"-t
S
SSJ fining( ) ABET waken lent il locker
(39) TEMERITY rashness ^ inClte placate
(40) PRISTINE ;a - n
SS
IZt^ dfeSi le kindnesssound irst level
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APPENDIX F
University of Washington Consent Fo
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Individual Diffe
Investigator
:
Faculty Sponsor:
rences in InterEersonalBehavior
William E. Haley, M.S., Psychology Intern
Joseph Becker, Ph.D., Professor, Department ofPsychiatry and Behavioral Sciences.' Phone 543-3996
Investigator's Statement :
sss H : sr-Si«S=,rbe useful in increasing our understanding of Secession nd ^L™*ing more effective treatments for depression. deSlgn ~
The study takes about 45 minutes to complete. The first part ofthe study involves role-playing responses to everyday situations sucn•.introduce yourself, or disagreeing with someone Role-Baying ispretending you are actually in a particular situation with someone
thenar 8 7 lf ^V61" aCtUaUy there - The experimenter willhen tape record your role-played response, and will later compareyour responses with those of other subjects. The next part of thestudy involves filling out several questionnaires, which measurelevel of depression and typical social behavior. Some questions
about whether you have received psychiatric treatment in the past
will also be included.
Other than some normal anxiety about role-playing, participationin the study will probably be only mildly stressful. To protect your
confidentiality, only a code number, and not your name, will be onthe questionnaires and the tape. The experimenter will destroy any
reference to your name at the completion of the study. In addition
your responses during the study will be kept confidential, and will'
not be shared with anyone besides the experimenter and his research
assistants. The experimenter plans to keep the data permanently, but
will erase the tape of your role-playing after the project is com-
pleted if you wish.
You are free to refuse to answer any questions during the study,
or to withdraw from the study at any time. Withdrawal from the study'
or refusal to participate, will not lead to any penalty, or affect
your treatment at the hospital.
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William E. Haley, M.S Date
Subject's Statement
;
The study described above has been explained tn mo a t
Subject's Signature Date
Copies to: Subject
Investigator's file
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APPENDIX G
Initial Explanation and Instructions
158
put together description, of a number of evlryday lllTA'T/ ,such as giving and receiving a compliment „7„ situations,
sonable request, or introducingS i. ^ "° t0 an unrea "taped, and are on this tape r«orter (Mint^
,
ne
:„
Th
f
Se haVe bee"
descriptions of these situations one by one and the
pU
».
t
J
e '«
pretend you are actually in these situation,
y°ur J ob is to
n,ight if you were actually speakLg to another per on"^^
"
possxble. Sometimes it helps people to make up a name for t^e Lr onyou are pretending to interact with-like saying "We 1 U ,such and such." y l 8> il, John, I think
lit. J
situation as described does not seem to fit your presentfe situation, you can change it slightly to make it more realisticfor you For example, some of the scenes talk about situations at
wh^n'
Y
°u Te CUrrently employed, you could imagine a timee you worked in the past-or any similar situation. Another
Tl7.ll
S °me
°
f situations des"ibe an interaction with
a husband. If you are not currently married, you could imagine atime when you were-or imagine an interaction with a boyfriend-or
any similar situation.
It is important that you speak with feeling, as if you were
actually in a real situation, because I will tape record your res-ponses. Of course, the way that you say something can be just asimportant as what you say.
Before we get started, I will show you how the role-playing
works. I'll play the first scene, and I'll respond to the item, to
give you an idea of how it works. Then I'll give you several prac-
tice items so that you can get used to role-playing.
One more thing. Obviously, your typical response to a particu-
lar situation might be influenced by a number of factors, like the
mood you are in, or the nature of your relationship with another
person. To control for this I am asking all subjects to give the
Dest response— the most effective response--you can make for each
situation. Any questions? Okay, now I'll respond to the first one.
(After responding, emphasize to give the best response you
can make, and explain that subjects' cue to respond is when the tape
recorder is shut off at the end of each scene.)
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APPENDIX H
Subject Scene Ratings
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1.) How realistic were the scenes, in general?
1
Not at all
2 3
* 5
Very
2. ) In general how well do you feel you did in responding to thesituations described on the tape?
Very poorly * Ave^age
4
ver/vell
3. ) How well would you have dealt with these kinds of situations ifthey had occurred in your real life, over the past month?
'
1 2 3 4 5Very poorly Average Very^
4.) How well would you have dealt with these kinds of situations ifthey had occurred in your recent life, when you were functioning
at the best level for you over the past year?
1 2 3 4 5
Very poorly Average Very well
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APPENDIX I
Post Test Interview Questions
162
Was role-playing these situations in response to th~
or harder for you than what it would a tlTlly £ Uke in a^riiTinteraction? Why? y eal
Did you respond as you typically would in these situations orgive the best response you could? How would your typicaTres-
pUying?
r fr°m ^ reSP°nSe y°U co^
y
makeE rl
Please make any other comments you have about how you felt aboutrole-playxng: how role-playing was similar or different from
It !
sanations; how asking you to give the best responseyou could make would differ from your typical response.
What kinds of interpersonal problems do you have with people?How do these relate to the way you responded to the role-plays?
APPENDIX J
Rating Guidelines
164
General Principles :
1. ) Distinction between assertive, aggressive, and passive responses.Passxve responses are ones in which a person fails to stand up for whatis fairly their rights. Aggressive responses are responses which failto appropriately consider the feelings and rights of other people An
assertive response is one in which a person stands up for their own
rights, without abusing others.
2. ) Each situation described has a major goal. Situations are clas-
sified by the nature of these goals. For most situations, besides
the major goal, there may be several minor goals, such as:
a. ) Maintaining good interpersonal relationships with peers
(i.e., friends, co-workers, spouses).
b. ) Showing appropriate respect to people in power, i.e., bosses.
c. ) Avoiding creating other future problems by one's response to
the current situation, i.e., unnecessary fights and arguments.
d. ) Maintaining one's own self-esteem and self-respect (i.e.,
not lying to get out of a situation).
3. ) The best responses will have firm, confident, usually friendly
tones of voice. Poorer responses may have a halting, hostile, or
soft tone of voice.
A response with an inappropriately long latency, or an overly
short or long response can also be a problem.
As a guideline, ratings should correspond to this scale:
1 = Ineffective in achieving major goal.
2 = Serious problems with major goal, or catastrophic problems in
minor goals.
3 = Probably achieves major goal, or serious problem in minor goal.
4 = Mostly achieves major goal, or a small problem in minor goal.
5 = Achieves major goals and minor goals.
All ratings will, to some extent, be a "judgement call." So, it
is important to express your opinion about why you feel a response
should get a certain rating while we are doing practice or training
ratings
.
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Category I .
Major goal: Request someone to change their behavior, which is either
annoying or unfair to the individual. This category of behavior isimportant because failing to express concerns such as these are likely
to lead to the person being treated unfairly, and feeling chronic
unexpressed resentment. For many people, such resentments may "leak
out" in other interpersonal interactions.
11.) 1 = Not asking person to move.
5 = Using a direct statement, telling person to move, with a firm
tone of voice--A response that will get the person to move.
In this situation, subjects can appropriately use a rather strong
tone of voice. Future interaction with the other is unlikely, so
maintaining good relations with them is less important than in other
situations. However, response should not be so harsh as to risk a
fight, or embarrassment for responder.
12.) 1 = Not mentioning raise.
5 = Restate situation; tone inquisitive and respectful, not
accusatory or blaming; not self-blaming
.
Major problems include blaming or accusing boss. Minor problems
include self-putdowns , less problems with tone.
23.) 1 = Not ask for money—may hint they are broke.
5 = Reiterate situation, insist that they want money, firm tone
of voice. Imply that you want the money now.
Poorer responses leave a question that you really expect money
now. Asking for part back is poor, as is relying on guilt or nasti-
ness. Minor hesitations in speech, or problems in tone of voice, are
lesser problems.
27.) 1 = Not asking her to turn it down.
5 = Insisting politely but firmly that she turn it down, and
stating that she has to get up, and that it is too loud.
Poorer responses overqualify the request, i.e., asking just to
turn the bass down, or saying to turn it down "just a little." Other
problems include nastiness, relying on guilt, or problems with tone
of voice.
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Category II .
Major goal: Disagree with other's statement, give your own opinionThis category is important in allowing a person to feel self-assured
and independent, and to avoid feelings of resentment which may appearin other interactions. pp
7. ) 1 - Gives in to cut in money
5 = Stands up for $20, gives reasons why it is a necessary amount
refutes that money is wasted, in a firm but polite tone.
Poorer responses are overly hostile (i.e., likely to escalate
to a fight), or very passive (i.e., accepting $15). Mild irritation,
or simply insisting on money without willingness to address budget
issues, are lesser problems.
8. ) 1 = Gives in, i.e., "We can try it your way."
5 = Explains that suggested method has been tried, failed, and
that you know a better way. Not hostile—does not belittle
co-worker. Tactful.
Major problems include telling worker to try it their way even
though it won't work, or nastiness. Minor problem might be small
lack of tact, or hesitancy in supporting their opinion.
17.) 1 - Failing to disagree with other's opinion.
5 = Disagreeing, explaining why, in a friendly, confident manner.
Major problems include only disagreeing, or being hostile, or
simply giving a meaningless cliche (i.e., "Everybody is entitled to
their own opinion.") Minor problems include weak defense of your
candidate
.
19.) 1 = Fail to disagree (i.e., "Why do you think that?")
5 = Disagree in a friendly manner, give a reason why liked movie.
Problems as in #17.
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Category III
Major goa i : Ref reque st. This category is important in allowing
a person to avoid being taken advantage of by others. Once again
continued inability to assertively handle these situations may leadto resentment, which is expressed in other ways.
3.) 1 - Allowing other person to borrow car.
5 = Saying no, stating an honest reason (i.e., car new, no
scratches). Tone may be a bit sharp, because of others'
method of asking, on this item.
Major problems include offering to drive person anywhere they
want; lying or evading reason (i.e, insurance, husband's wishes)
Lying creates problems because the other may find out, or put one on
the defensive (i.e., "Don't worry, my insurance will cover it.")
Minor problems include apologetic tone.
9 . ) 1 = Saying yes
.
5 = Saying no, in a friendly manner, addressing long-term issue
of other person needing to hire someone.
Poor responses include addressing only the issue for that
evening, or being hostile. Minor problems include apologetic tone.
16.) 1 = Loaning her any money.
5 - Refusing honestly, with tact.
Major problems include being very apologetic or lying (these
will cause person to return!); minor problems include minor apologetic
tone
.
28.) 1 = Agreeing, willing to stay late.
5 = Politely saying definitely leaving, stating that has plans,
offering to come in early or stay late another day.
Poor responses include anger or martyrdom to boss, minor problems
include overapologetic tone, no offer to help at another time.
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Category IV .
Jan?*
8°^ 1:
^
Gi
r
6 3 comPliment
-
Giving compliments well is an impor-t t part of making oneself rewarding for others to be around andprobably is related to how often other people compliment or rewardthe person Expressing jealousy or lack of enthusiasm, for others-successes is aversive to others. n
5.) 1 a No acknowledgement of weight loss.
5 = Answering boss' question, and giving a sincere statement
noticing weight loss, encouraging it.
hppn
Proble">s delude tactless comments, i.e., about boss havingbee too heavy, or great lack of enthusiasm. Minor problems includeminor lack of enthusiasm, sincerity.
10.) 1 = No compliment, or only jealousy.
5 = Enthusiasm, support, agreement that they deserved it.
Poor responses include tactless comments (i.e., asking why theygot it), major lack of enthusiasm. Minor problems include lack of
sincerity, enthusiasm.
14.) 1 - No compliment, or total jealousy.
5 = Sincere enthusiasm, recognition they have wanted it or saved
for it.
Poor responses include jealousy, great lack of enthusiasm.
Minor problems include lack of enthusiasm or sincerity, or statement
that they had been waiting or saving for it.
25.) 1 = Doesn't compliment meal.
5 = Warm, enthusiastic compliment of quality, amount of work
involved
.
Major problems include lacking jealousy, or major put-down.
Minor problems include mild self, put-down, lack of enthusiasm or
sincerity.
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Category V .
Major goal: Accept a compliment. Graciously ac«mti«» a . i-is important in rewarding others for rewardln/thr^ o r° Z Unfof these situations may be annoying to others and lead others to §stop reinforcing or complimenting them.
10 1 =
compHmen?
aCkn°Wledge that you lost > or to thank other for
5 = Express thanks for compliment, pleasure that it was givenMay include a self-compliment (i.e., it was hard). .
'
Major problems include putting self down or minimizing changeMinor problems include small lack of pride or enthusiasm.
13.) 1 = Put self down badly, or fail to show pleasure that boss
complimented
.
5 = Expressing thanks for compliment, say something good about
self's work.
Major problems include lacking enthusiasm, putting self down
Minor problems include minor disbelief, or lack of enthusiasm.
21. and 26.) As for 1 and 13.
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Category VI .
Major goal: Introduce yourself. Successfully introducing oneself isimportant in beginning social interaction on a "good foot"~people mavbe strongly influenced by first impressions. * P V
4.) 1 = No introduction of self, or no initiating of a real conversa-
tion (i.e.
,
"Hi.")
5 = Friendly, shows interest in other, state name, or that friend
mentioned him, make self desirable.
Major problems include putting self or other down, or saying
something which could make them uncomfortable. Minor problems includebeing overly shy, or minor lack of enthusiasm.
6.) 1 = No statement of name, or reason for being there.
5 = Statement of who they are, why they are here, express
interest. Perhaps include question of whether person they
want to see is in, or ready to see them, or where they
should wait.
Major problems include lack of interest, or failing to say why
they are there. Minor problems include lack of confidence or
enthusiasm.
15.) 1 - Failing to either state name, or that other is new to
neighborhood
.
5 = States name, that they live close, expresses sincere interest
in future contact.
Major problems include lack of enthusiasm, failing to make the
person welcome. Minor problems include minor lack of enthusiasm for
future contact.
20.) 1 = Failing to either state name, or to recognize that other is
new on the job.
5 = Introduces self, welcomes them to the job, shows interest
in future contact.
Major problems include responses that may increase the discomfort
of the new person (i.e., emphasizing or pointing out their shyness),
major lack of interest in future contact. Minor problems include
lesser levels of these problems.
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Category VII .
Major goal: Initiating social activity. Being able to enthusias-tically express interest in others is necessary in being able toinitiate positive social interaction, and problbly als^leaas tosimilar invitations from others.
2.) 1 = Failure to invite person to concert.
5 = State has tickets, name of musician^ fact that other likesthis musician, expressed interest in going with them inparticular.
Major problems include failing to show interest in other personU.e, acting as if they are nobody special but just an available bodyto give an extra ticket to). Minor problems include minor lack ofenthusiasm, failing to mention that musician is someone other likes
18.) 1 - Failing to ask person over.
5 = Expressing interest in spending time with other, that it
would be enjoyable.
Major problems include lack of enthusiasm, or describing self
as lonely and in need of a visit. Minor problems include being ovqualifying about whether other is busy, or minor flaw in enthusias,
22.) 1 - Failing to ask them over for BBQ.
5 = Enthusiasm for them coming over, wanting to spend time with
them
.
Major problems include lack of enthusiasm or interest, or being
over-qualifying about whether other wants to come over. Minor prob-
lems include lesser degrees of above.
24.) 1 - Failing to ask other over.
5 = Expressing interest in other, movie will be enjoyable, fact
of nice new TV.
Major problems include embarrassing other (i.e., pointing out
that they only have a tiny black and white TV), or lacking interest
in their company. Minor problems include lesser degrees of above.


